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PREFACE 

In  January  of  1970  a  Task  Force  of  some  fifty  leaders  and  students  in  the  field  of  suicide  prevention, 
self-destructive  behaviors,  and  dying  and  bereavement  assembled  for  three  days  in  Phoenix,  Arizona.  The  Con- 
ference afforded  an  opportunity  to  coalesce  the  expertise  of  a  significant  number  of  leaders  in  the  field  in 
considering  the  state  of  suicide  prevention  in  general  with  particular  attention  to  establishing  directions  and 
priorities  for  the  field  for  the  decade  of  the  seventies.  This  volume  reports  the  results  of  the  Conference.  In 
addition,  it  was  decided  to  utilize  the  assembled  expertise  to  assist  in  the  initial  conceptualization  of  a  planned 
comprehensive  curriculum  in  suicide  studies.  During  the  course  of  the  Conference,  the  participants  were  in- 
dividually interviewed  and  invited  to  serve  as  consultants  in  the  development  of  such  a  curriculum.  The 
resulting  curriculum  was  available  for  pilot  testing  and  evaluation  in  early  1971  and  following  revision  is 
now  available  on  a  general  basis. 

The  Conference  was  supported  by  grant  #MH18302  from  the  National  Institute  of  Mental  Health  to 
the  Indian  Development  District  of  Arizona.  Arthur  J.  Hubbard,  St.,  IDDA  Coordinator,  handled  the  Con- 
ference. Eugene  F.  Suarez,  St.,  Chief,  Division  of  Law  and  Order,  U.S.  Bureau  of  Indian  Affairs,  served 
as  a  consultant  in  planning  and  coordinating  the  Conference  in  Phoenix. 

In  addition  to  the  specially  invited  members  of  the  Task  Force  committees,  the  staff  of  the  Center  for 
Studies  of  Suicide  Prevention,  NIMH,  and  members  of  the  Center's  grants  Review  Committee  served  as  ad 
hoc  members  on  the  Task  Force  committees.  The  staff  and  Review  Committee  participants  were: 


CSSP  STAFF 

Harvey  L.  P.  Resnik,  M.D.,  Chief 

Calvin  J.  Frederick,  Ph.D.,  Assistant  Chief 

Carol  Campbell,  M.S.W.,  Executive  Secretary 

Paul  H.  Curtis,  M.S.W.,  Coordinator,  Community  Services 

Larry  H.  Dizmang,  M.D.,  Coordinator,  Intramural  Research 

Berkley  C.  Hathorne,  Th.D.,  M.P.H.,  Coordinator,  Education  and  Training 

Frank  J.  Sullivan,  Ph.D.,  Coordinator,  Extramural  Research 


REVIEW  COMMITTEE 

Irving  E  Alexander,  Ph.D.,  Chairman,  Duke  University 

Nancy  Allen,  M.P.H.,  California  Department  of  Public  Health 

Samuel  C.  Bullock,  M.D.,  University  of  Pennsylvania 

Albert  C.  Cain,  Ph.D.,  University  of  Michigan 

Irwin  Deutscher,  Ph.D.,  Case  Western  Reserve  University 

Robert  Kastenbaum,  Ph.D.,  Wayne  State  University 

Robert  E.  Litman,  M.D.,  Los  Angeles  Suicide  Prevention  Center 

Jerome  A.  Motto,  M.D.,  University  of  California,  San  Francisco 

Charles  Neuringer,  Ph.D.,  University  of  Kansas 

William  A.  Rushing,  Ph.D.,  Vanderbilt  University 

Jacob  Tuckman,  Ph.D.,  Philadelphia  Suicide  Prevention  Center 

Margaret  J.  Williams,  M.S.W.,  University  of  Pennsylvania 


We  would  like  to  thank  Morton  G.  Miller,  M.D.,  former  Director  of  the  Division  of  Special  Mental  Health 
Programs,  for  his  support  of  this  Conference. 

The  following  persons  attended  the  Conference  as  professional  participants,  student  participants,  or  ob- 
servers: 

Aaron  T.  Beck,  M.D. 
Professor  of  Psychiatry 
University  of  Pennsylvania 
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Chapter  I. 
The  Challenge  of  the  Seventies 

H.  L  P.  Resnik  and  Berkley  C.  Hathorne 


The  recommendations  and  suggestions  that  will  emerge  as  you  read  this  volume  are  not  necessarily  aimed 
at  suicide  prevention  and  crisis  intervention  centers,  universities,  or  mental  health  associations.  Anyone — 
professional,  volunteer,  or  citizen — has  a  stake  in  advancing  any  one  or  more  of  the  ideas  offered  by  the 
Task  Force.  We  are  pleased  to  have  seen  an  idea  move  from  its  inception  through  its  implementation  to  its 
embodiment  in  this  document.  However,  without  action  it  will  all  serve  naught.  It  is  that  call  to  action  that 
we  issue  to  you. 

Center  for  Studies  of  Suicide  Prevention 
National   Institute  of   Mental   Health 
Rockville,  Maryland 
H.  L.  P.  Resnik,  M.D. 
Chief 

Berkley  C.  Hathorne,  Th.D.,  M.P.H. 

Coordinator,  Education  and  Training 


INTRODUCTION 

We  all  recognize  that  we  are  living  in  a  time  of 
rapid  change.  Rarely  are  we  able  to  assess  the  dy- 
namic quality  of  this  world  of  ours  from  day  to  day, 
or  week  to  week.  When  we  measure  time,  from  year 
to  year,  or  decade  to  decade,  we  become  impressed 
with  the  tremendous  changes  and  developments  that 
have  been  taking  place  around  us.  Change  is  so 
rapid  today  that  we  only  see  the  present  after  it 
is  passed.  The  decade  of  the  Sixties  has  just  passed. 
It  ushered  in  the  space  age  with  its  exploration  of 
the  mysteries  beyond  Man.  Concomitant  with  that 
was  increased  interest  about  the  mysteries  within 
Man  himself.  The  study  of  suicidal  behaviors  was 
one  such  inquiry  that  came  of  age  in  the  Sixties. 
And,  we  felt  that  it  was  time  those  past  activities 
were  reviewed  and  future  priorities  were  delineated. 
The  Task  Force,  meeting  in  Phoenix,  had  three 
primary   aims: 

A.  To  survey  the  accomplishments  of  the  dec- 


ade of  the  Sixties  in  the  field  of  suicide  studies  and 
to  evaluate  the  present  status  of  suicide  prevention 
and  related  concerns. 

B.  To  develop  a  list  of  current  critical  issues,  both 
theoretical  and  practical,  in  the  area  of  suicide,  sui- 
cide prevention,  self-destructive  behavior,  death  and 
dying,  and  related  areas. 

C.  To  make  recommendations  for  both  short- 
range  and  long-range  future  directions  and  priorities 
in  research,  training,  and  services  in  suicide  pre- 
vention for  the  decade  of  the  Seventies.  It  was  felt 
that  on  the  basis  of  the  past,  the  present  could  be 
evaluated  and  creative  planning  attempted  for  the 
future. 

An  advisory  committee  suggested  topics  and  nomi- 
nated leaders  from  the  field  of  suicide  prevention 
and  emergency  mental  health  services  to  participate 
in  the  Conference.  The  participants  were  experts  in 
the  related  fields  of  crisis  intervention,  self-destruc- 
tive behaviors,  death  and  dying.  Graduate  and  post- 
graduate students  were  represented,  as  well  as  Black, 


Mexican-American,  and  Indian  minority  groups.  The 
Task  Force  was  divided  into  six  working  committees 
under  the  following  chairmen: 

Classification    and    Nomenclature — Aaron     T. 

Beck,  M.D.,  University  of  Pennsylvania 
Death    and    Self-Destructive    Behaviors — Avery 

D.  Weisman,  M.D.,  Harvard  University 
Education   and   Training — Ronald   W.    Maris, 

Ph.D.,  Johns  Hopkins  University 
Research — Norman   L.   Farberow,    Ph.D.,    Los 

Angeles  Suicide  Prevention  Center 
Delivery  of  Services — Richard  K.  McGee,  Ph.D., 

University  of  Florida 
Treatment— Jan  A.  Fawcett,  M.D.,  Illinois 
State  Psychiatric  Institute 
The  six  chairmen  served  as  the  advisory  commit- 
tee assisting  the  staff  of  the  Center  for  the  Studies  of 
Suicide  Prevention  in  conducting  this  Conference. 
Each  chairman  prepared  a  position  paper  which  was 
presented  at  the  initial  plenary  session  of  the  Task 
Force.  These  papers  became  working  documents  for 
the  Conference  and  were  utilized  as  springboards 
for  the  deliberations  of  the  individual  committees. 
Following  the  two-day  meeting,  the  chairmen  took 
responsibility  for  the  preparation  of  a  working  draft 
incorporating  individual  contributions.  This  was  cir- 
culated among  the  members  of  each  committee  be- 
fore submission  of  the  final  report. 

Suicide  has  been  with  us  since  the  dawn  of  civili- 
zation and  is  known  in  every  culture  and  clime.  Ac- 
cording to  the  World  Health  Organization,  approxi- 
mately 1,000  such  deaths  occur  in  the  world  daily 
but  until  the  '60s,  little  had  been  done  to  under- 
stand the  dynamics  of  this  phenomenon  in  order 
to  develop  techniques  to  prevent  its  tragic  effects. 
During  that  time,  a  convergence  of  several  factors 
contributed  to  the  coalescence  of  suicide  prevention 
efforts.  Some  of  the  major  factors  were:  1)  a  dec- 
ade of  funding,  by  the  National  Institute  of  Mental 
Health,  the  Los  Angeles  Suicide  Prevention  Center, 
2)  significant  sociological  and  psychological  re- 
search of  the  phenomenon  of  suicide  and  attempted 
suicide,  3)  the  development  of  the  use  of  the  tele- 
phone as  a  therapeutic  instrument,  4)  the  recogni- 
tion that  nonprofessionals  could  be  trained  to  pro- 
vide 24-hour  emergency  service  as  a  first  line  of  re- 
sponse to  persons  in  suicidal  crisis,  5)  the  focus  on 
community  mental  health  centers  with  one  of  their 
five  components  to  include  24-hour  emergency  men- 
tal health  services,  and  6)  the  formulation  of  the  dy- 
namics of  crisis  intervention  and  brief  psychotherapy. 
Some  measure  of  the  growth  of  the  suicide  pre- 


vention movement  in  the  Sixties  can  be  ascertained 
from  the  following  observations:  1)  research  publi- 
cations during  the  past  20  years  outnumbered  all 
such  previous  studies  on  suicide;  2)  four  suicide  pre- 
vention centers  in  1959  have  grown  in  one  decade 
in  this  country  to  hundreds  of  suicide  prevention 
and  crisis  intervention  centers;  3)  the  National  In- 
stitute of  Mental  Health  established  the  Center  for 
Studies  of  Suicide  Prevention  in  1966;  and  4)  both 
an  international  and  a  national  association  of  pro- 
fessionals and  laymen  concerned  with  the  problem 
of   suicide   were   organized. 

Crisis  Intervention  Focus.  The  suicide  prevention 
movement  of  the  Sixties  was  built  upon  the  theo- 
retical foundations  of  crisis  intervention  which  were 
formulated  during  the  Fifties.  Suicide  was  seen  as 
the  ultimate  crisis  and  the  approach  was  to  train 
crisis  workers  to  effectively  identify  and  handle  sui- 
cidal persons  and,  in  such  fashion,  elaborate  tech- 
niques for  assessing  any  crisis  situation.  The  Sixties 
saw  extensive  testing  and  refinement  of  crisis  inter- 
vention principles  and  practice.  Presently,  the  pro- 
liferation of  crisis  intervention  and  "hotline"  pro- 
grams across  the  country  is  a  direct  result  of  the 
pioneering  research  and  experimentation  in  the  de- 
velopment of  crisis  intervention  techniques  by  tele- 
phone refined  from  the  earlier  suicide  prevention 
workers. 


THE  CHALLENGE  OF  THE  SEVENTIES 

Each  of  the  six  committees  formulated  a  set  of 
recommendations  (see  Appendix)  as  an  integral  part 
of  their  report.  We  will  not  attempt  to  deal  with 
all  of  the  recommendations  in  this  introduction  nor 
should  the  inclusion  or  omission  of  any  recommenda- 
tions be  misconstrued  as  agreement  or  disagreement 
with  them.  Rather  we  have  selected  recommendations 
in  order  to  give  an  overview  of  the  conference 


1.    General  Recommendations 


There  was  general  agreement  that  the  highest  pri 
orities  for  the  1970's  should  be  a  broadening  of  the 
focus  to  include  not  simply  suicide  studies  but  all 
types  of  life-threatening  behavior.  A  more  compre- 
hensive approach  in  research,  training  and  treat- 
ment, and  delivery  of  services,  which  takes  into  ac- 
count various  forms  of  self-damaging  behavior,  was 
urged.  The  need  for  a  universal  nomenclature  for 
suicidal  behaviors  was  recognized,  and  specific  rec- 
ommendations  were   made   for   uniformity   in  case- 


finding  procedures  and  a  reliable  and  valid  system 
for  defining,  coding,  and  reporting  suicidal  behaviors. 
The  importance  of  preserving  a  focus  on  suicide  pre- 
vention in  relation  to  the  increased  attention  being 
directed  toward  crisis  intervention  in  mental  health 
activities  was  noted.  It  was  felt  that  suicide  preven- 
tion efforts  can  easily  be  absorbed  in  a  general  crisis- 
oriented  approach  but  that  specific  attention  should 
continue  to  be  devoted  to  suicide  prevention  within 
this  expanded  approach.  A  call  for  the  continuation 
of  the  spirit  of  experimentation  of  the  Sixties  was 
made  in  order  to  develop  new  methods  and  ap- 
proaches to  prevention,  intervention,  and  postvention 
of  suicidal  persons. 

2.    Selected  Summary  of  Individual 
Committee   Recommendations 

The  Committee  on  Classification  and  Nomencla- 
ture, chaired  by  Dr.  A.  T.  Beck,  highlighted  the 
need  for  a  universally  acceptable  nomenclature  of 
suicidal  behaviors  and  recommended  action  be  taken 
to  prepare  and  disseminate  it.  It  felt  that  research 
reports  are  often  inconclusive  and  meaningless  be- 
cause of  obvious  deficiencies  in  present  statistics  and 
heterogenous  systems.  It  recommended  universal  case- 
form  findings  with  nationally  standardized  criteria 
in  coroners'  offices,  and  also  the  need  for  training 
of  legal  and  medical  investigator  personnel.  In  order 
to  increase  our  knowledge  of  the  incidence  and  prev- 
alence of  attempts,  the  committee  felt  such  behavior 
should  be  made  a  reportable  condition.  They  high- 
lighted the  fact  that  current  hospital  record  keeping 
could  be  improved  since  there  is  no  hospital  coding 
terminology  that  includes  suicide  attempts  or  com- 
pletions. The  committee  thought  it  would  be  useful 
to  prepare  and  distribute  a  manual  on  suicidal  be- 
haviors to  serve  as  a  source  book. 

The  Committee  on  Death  and  Self-Destructive 
Behaviors,  with  Dr.  Avery  Weisman  as  Chairman, 
agreed  that  the  broad  area  of  life-threatening  be- 
haviors includes  many  other  types  of  behavior  and 
inimical  acts,  in  addition  to  overt  suicide.  They  felt 
that  attention  should  be  given  to  broad  human  issues 
and  not  be  confined  only  to  studies  of  people  who 
commit  or  complete  intentional  self-destructive  acts. 
The  Committee  on  Education  and  Training,  chaired 
by  Dr.  Ronald  Maris,  observed  that  the  wide  variety 
of  S.P.C.  participants — namely  nonprofessionals,  para- 
professionals,  and  professionals,  with  diverse  prior 
training,  offered  the  challenge  of  a  "core  knowledge" 
for  all,  as  well  as  particular  training  experiences. 


They  recommended  the  development  of  training  pro- 
grams for  three  basic  sub-groups.  Level  A  training 
would  be  for  "discoverers"  or  those  with  a  career 
commitment  to  research  and  study  in  this  area, 
level  B  for  "the  disseminators"  who  would  make  pub- 
lic the  products  of  level  A  in  final  form,  and  level  C 
for  the  "gatekeepers,"  who  actually  interact  and 
apply  level-A  products. 

The  Committee  felt  that  the  creation  of  compre- 
hensive suicide  prevention  centers  associated  with 
universities  would  provide  a  sorely  needed  interdis- 
ciplinary setting.  They  were  cautious  to  advise  that 
training  should  not  be  diluted  since  there  is  no  pro- 
fessional identity  of  suicidologist,  just  as  there  is  no 
science  of  the  study  of  suicide.  They  felt  that  a  way 
should  be  found  for  encouraging  the  study  of  sui- 
cide in  existing  medical  and  social  science  depart- 
ments. 

Dr.  Norman  Farberow"s  Committee  on  Research 
recommended  that  the  NIMH  continue  to  insist  upon 
adequate  design  and  methodological  procedures  in 
their  research  support.  They  felt  that  scholars  out- 
side the  usual  mental  health  disciplines  should  be 
encouraged  to  enter  this  field  and  suggested  the  es- 
tablishment of  a  national  data  bank  for  research- 
ers unable  to  accumulate  sufficient  cases  from  their 
limited  resources.  This  Committee  also  recommended 
priorities  to  researchers  who  wish  to  contribute  to 
the  field.  They  felt  the  greatest  need  for  longitudinal, 
extensive  investigations  which  will  provide  infor- 
mation about  the  course  of  suicidal  behavior  from 
its  development  to  its  reciprocal  impact  on  others 
and  the  self.  They  concluded  that  psychological 
tests  have  been  only  partially  productive  measuring 
instruments  and  that  the  current  development  of 
clinical  scales  should  be  refined,  taking  into  account 
the  high  risk  sub-groups  that  have  already  been 
identified. 

This  Committee  then  considered  the  question  of 
measuring  the  effectiveness  of  suicide  prevention  serv- 
ices and  suggested  seven  criteria:  visibility,  utiliza- 
tion, followup,  impact  on  local  suicide  rates,  pro- 
fessional acceptance,  dissemination  of  experience, 
and  diminishing  of  taboos. 

Dr.  Richard  McGee's  Committee  on  the  Delivery 
of  Suicide  Prevention  and  Crisis  Intervention  Serv- 
ices highlighted  the  fact  that  the  establishment  of 
suicide  prevention  programs  was  entered  into  by 
many  who  were  serious  and  dedicated  but,  also,  by 
others  who  were  capricious  and  ill-advised.  The  re- 
sult is  a  mixture  of  services  which  as  a  whole  lack 
purpose,    direction,   commitment,    and   involvement. 


The  committee  viewed  this  situation  with  grave  con- 
cern and  offered  propositions  to  correct  this  state 
of  affairs.  The  Committee  went  on  record  as  being 
unaware  of  any  programs  currently  in  the  country 
that  met  their  recommendations  for  a  program  of 
primary  prevention,  intervention,  and  followup  serv- 
ices. 

The  Committee  on  Treatment,  chaired  by  Dr.  Jan 
Fawcett,  focused  on  the  extent  that  our  current  knowl- 
edge does  not  enable  us  to  accurately  define  the 
serious  suicidal  population.  They  felt  that  much  more 
emphasis  must  be  placed  on  the  clinical  factors  re- 
sulting in  the  successful  management  of  seriously 
suicidal  patients.  They  pointed  out  the  virtual  ab- 
sence of  active,  systematic  followup  programs  pro- 
viding continuity  of  care.  This  Committee  felt  that 
the  concentration  of  knowledge  and  comnetence  in 
suicide  prevention  could  be  regionalized  and  so 
serve  as  the  spokesman  for  crisis  intervention-suicide 
prevention  activities  at  the  community  mental  health 
level  as  well  as  in  the  mainstream  of  clinical  prac- 
tice. Another  recommendation  was  to  increase  the 
scope  and  boundaries  of  our  current  efforts  to  include 
the  prevention  of  individual  violent  and  destructive 
behavior. 

3.    Awareness  of  Research  Needs 

Each  of  the  Committees  recognized  the  need  for 
research  into  their  specific  areas.  For  example,  the 
Committee  on  Nomenclature  and  Classification  urged 
that  research  be  undertaken  in  order  to  build  a  uni- 
form system  of  nomenclature  which  would  be  com- 
patible with  other  systems,  so  that  it  could  be  dis- 
seminated to  and  worked  into  other  classificatory 
systems  such  as  those  used  by  the  World  Health  Or- 
ganization, the  American  Medical  Association,  the 
American  Hospital  Association,  the  American  Asso- 
ciation of  Medical  Examiners,  the  American  Psy- 
chiatric Association,  and  the  National  Safety  Coun- 
cil. They  further  recommended  that  such  a  system  of 
classification  should  be  developed  with  the  use  of 
sophisticated  psychometric  procedures  and  recom- 
mended long-term  followup  studies  in  order  to  de- 
termine the  validity  of  a  predictive  scale.  The  Treat- 
ment Committee  strongly  recommended  that  much 
more  research  attention  be  given  to  clinical  fac- 
tors which  result  in  the  effective  management  of 
suicidal  persons.  These  would  include  more  sensitive 
methods  of  detecting  an  increase  of  suicidal  poten- 
tial in  the  clinical  course  of  the  suicide-prone  indi- 
vidual. They  further  recommended  that  more  ag- 
gressive programs  be  instituted   to  reach  high-risk 


groups  rather  than  passively  waiting  for  the  indi- 
vidual to  ask  for  help  via  telephone  or  walk-in  clinic. 
The  Research  Committee  gave  priority  to  the  prob- 
lems of  identification,  assessment  and  prediction,  re- 
search into  the  effectiveness  of  suicide  prevention 
services,  research  on  the  developmental  correlates  of 
suicide,  and  studies  of  neuro-biochemical  and  physio- 
logical correlates  of  suicide.  While  indirect  self- 
destructive  behavior,  epidemiology,  and  demography 
were  considered  important,  they  were  given  lower 
priority  for  the  present  time. 

4.  Education  and  Training 

All  of  the  Committees  encouraged  the  dissemina- 
tion of  information  concerning  suicide  and  suicide 
prevention.  The  greatest  need  was  seen  to  be  for 
public  education  and  for  the  education  of  com- 
munity gatekeeper  groups  who  are  most  apt  to  come 
into  initial  contact  with  suicidal  persons,  such  as 
family  physicians,  clergymen,  and  police.  In  addi- 
tion to  this,  the  Education  and  Training  Committee 
felt  a  primary  need  to  train  basic  researchers  at  the 
most   sophisticated   behavioral   science   level. 

It  was  generally  recognized  that  there  already  is 
a  core  of  knowledge  concerning  suicidal  behaviors 
which  is  not  being  communicated  to  those  who  need 
it.  The  Committee  recommended  that  a  program  be 
launched  to  provide  suicide  studies  in  existing  train- 
ing programs  for  the  helping  professions.  Some  effec- 
tive means  of  systematizing  this  material  and  mak- 
ing it  readily  available  to  those  who  have  need  of 
it  was  considered  a  top  priority.  (This  recommenda- 
tion has  been  implemented  by  the  Center  for  Studies 
of  Suicide  Prevention  by  means  of  the  creation  of 
the  Multimedia  Instructional  System  in  Suicide 
Studies  and  Crisis  Intervention. 

5.  Regional   Centers 

Several  of  the  Committees  recommended  the  or- 
ganization and  support  of  a  network  of  regional 
comprehensive  suicide  prevention  centers  within  the 
ten  NIMH  regions.  The  Education  and  Training 
Committee  urged  that  such  regional  centers  should 
be  affiliated  with  a  university  and  be  designated  as 
the  consulting  agency  for  all  other  suicide  pre- 
vention centers  or  suicidology  and  crisis  programs 
within  the  region.  In  addition,  it  was  urged  that 
the  regional  centers  should  function  as  educational 
and  training  centers  for  the  region  as  well  as  bases 
for  research. 

The  Treatment  Committee  supported  the  concept 
of  comprehensive  regional  centers  because  it  would 
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INTRODUCTION 

Suicidal  behavior  is  a  serious  problem  and  ac- 
counts for  significant  economic  loss  with  widespread 
effects  upon  government,  industry,  health  agencies, 
and  the  public  at  large.  In  order  to  arrive  at  mean- 
ingful programs  of  amelioration,  there  is  need  to  in- 
tegrate present  studies  and  to  set  up  guidelines  for 
future  study.  Essential  to  this  is  the  development  of 
a  nomenclature  which  will  serve  to  correlate  knowl- 
edge derived  about  suicidal  behaviors.  Such  a  no- 
menclature must  be  simple,  short,  readily  accept- 
able, codable,  and  adaptable  to  variably  sized  pro- 
grams of  study.  It  should  aid  in  diagnosis  and  prog- 
nosis and  should  serve  the  clinician  as  well  as  the 
researcher.  Accordingly,  the  proposed  nomenclature 
is  simple  and  derived  from  terms  already  in  com- 
mon usage. 

A  standardized  nomenclature  is  needed  for  legal 
purposes  as  well  as  for  reasons  related  to  research 
and  treatment.  The  legal  issues  go  beyond  the  for- 
malized death  certificate.  Whether  an  individual  died 
by  reason  of  suicide  may  have  bearing  on  his  estate, 
claims  to  insurance  proceeds,  benefits  accruing  under 
workmen's  compensation  insurance,  loss  of  goodwill 
and  reputation  related  to  business  partnerships,  and 
perhaps  may  be  persuasive  evidence  in  situations 
where  the  deceased  (suicident)  may  have  been  in- 
volved directly  or  indirectly  in  illegal  behavior.  A 
standard  nomenclature  would  help  in  all  of  these 
legal  or  quasi-legal  situations.  Insurance  companies, 


for  example,  could  have  a  sliding  risk  scale  if  the 
nomenclature  provided  the  opportunity  for  actuarial 
prediction  of  suicide  potential.  Similarly,  when  the 
fact  of  suicide  was  presented  as  evidence  of  possible 
culpability  in  a  criminal  proceeding,  the  evidentiary 
weight  assigned  to  such  suicide  or  suicide  attempt 
could  be  assessed  with  a  nomenclature  which  dealt 
with  the  question  of  how  probable  it  was  that  the 
individual  in  question  would  take  his  own  life. 

Three  broad  categories  of  suicidal  behavior  will 
be  schematized:  Completed  Suicides,  Suicide  At- 
tempts, and  Suicide  Ideas.1 

A  Completed  Suicide  refers  to  a  willful,  self  in- 
flicted, life  threatening  act  which  has  resulted  in 
death.  Suicide  Attempt  refers  to  a  willful,  self  in- 
flicted, life  threatening  act  resulting  in  physical  in- 
jury but  not  in  death.  Suicide  Ideas  include  such 
suicidal  ideation  and  acts  that  indicate  a  loss  of 
desire  to  live  but  which  have  not  yet  resulted  in 
physical  injury. 

In  turn,  each  of  these  major  categories  has  a  sub- 
category: Lethality,  Intent,  Mitigating  Circum- 
stances, Method,  and  Degree  of  Certainty  by  rater 
regarding  whether  the  behavior  is  suicidal. 

This  classification  is  presented  in  table  1. 


1  After  some  temporary  detours,  the  committee  decided 
that  it  would  be  best  to  stick  with  conventional  terms  like 
suicide  attempts,  suicide  ideas,  etc.,  rather  than  coining  new 
ones,  and  to  try  to  define  these  as  precisely  and  as  opera- 
tionally as  possible.  The  exceptions  were  that  we  proposed 
Completed  Suicide  rather  than  "suicide"  for  suicidal  deaths, 
and  Suicidal  Behaviors  as  the  umbrella  term. 


Table  1.    Classification  of  Suicidal  Behaviors 

I.  Completed  Suicide  (CS) 

A.  Certainty  of  Rater  (0-100%) 

B.  Lethality  (medical  danger  to  life) 

(zero,  low,  medium,  high) 

C.  Intent  (to  die) 

(zero,  low,  medium,  high) 

D.  Mitigating     Circumstances     (confusion,     intoxication, 
etc.) 

(zero,  low,  medium,  high) 

E.  Method 

II.  Suicide  Attempt   (SA) 

A.  Certainty   (0-100%) 

B.  Lethality   (medical  danger  to  life) 

(zero,  low,  medium,  high) 

C.  Intent   (to  die) 

(zero,  low,  medium,  high) 

Includes  consideration  of  subject's  statements,  the 
likelihood  of  rescue,  past  history,  and  other  evi- 
dence; requires  inference  and  judgment  on  part  of 
the  rater. 

D.  Mitigating  Circumstances 

(zero,  low,  medium,  high) 

E.  Method 

III.  Suicidal  Ideas   (SI) 

Includes  all  overt  suicidal  behavior  and  communica- 
tions except  for  overt  acts  classifiable  under  suicide 
attempt  or  completed  suicide.  Includes  suicide 
threats,  suicide  preoccupation,  expressions  of  wish 
to  die,  and  indirect  indicators  of  suicide  planning, 
etc. 

A.  Certainty   (0-100%) 

B.  Lethality   (medical  danger  to  life) 

(undetermined,  low,  medium,  high) 

Refers  to  the  consequences  if  life-threatening  plan 

is  carried  out. 

C.  Intent   (to  die) 

(zero,  low,  medium,  high) 

Includes  consideration  of  subject's  current  state- 
ments, reports  of  his  previous  statements  and  his 
actions  by  others,  past  history  and  other  evidence; 
requires  inference  and  judgment  on  part  of  the 
rater. 

D.  Mitigating   Circumstances 

(confusion,  intoxication,  and  other  transient  modi- 
fying factors  in  operation  at  time  of  suicide  ideas) 

E.  Method 

(Name  the  method.  Multiple  methods  may  be  listed. 
In  some  cases  method  may  be  unknown.  Not  an 
ordinal   scale.) 


TENTATIVE   DEFINITIONS 

Completed  Suicide    (CS) 

The  committee  agreed  to  retain  the  conventional 
NASH  (Natural,  Accidental,  Suicide,  and  Homicide) 
classification  of  methods  or  modes  of  death.  We  sug- 
gested, however,  that  a  secondary  or  additional  clas- 
sification  might   be   added    later    to    indicate    some 


degree  of  personal  responsibility  or  participation  in 
Accidental,  Natural,  or  Homicide  deaths.  The  de- 
tails of  this  secondary  classification  were  not  worked 
out,  and  it  might  be  difficult  to  get  this  secondary 
scheme  on  a  death  certificate  or  other  official  record. 
The  real  usefulness  of  such  a  classification  would  be 
in  research  studies,  where  in  addition  to  a  Com- 
pleted Suicide  outcome  we  might  be  interested  in 
deaths  classified  as  Natural,  Accidental,  or  Homi- 
cide, but  with  some  self-destructive  components. 

The  category  Completed  Suicides  includes  all  sit- 
uations in  which  the  circumstances  surrounding  the 
death  lead  to  the  conclusion  that  the  individual 
took  a  positive  action  with  the  primary  purpose  of 
ending  his  life. 

A  matter  for  future  discussion  would  be  whether 
to  include  lethal  "nonactions,"  i.e.,  deliberate  failure 
to  take  actions  to  safeguard  one's  life.  An  example 
would  be  a  diabetic  who  omitted  taking  insulin  with 
the  knowledge  and  intent  that  this  action  would 
lead  to  death.  Taking  risks  for  purposes  of  excite- 
ment-seeking would  not  be  included. 

Suicide  Attempts   (SA) 

Suicide  Attempts  (SA)  includes  those  situations 
in  which  a  person  performs  a  life-threatening  be- 
havior with  the  intent  of  jeopardizing  his  life  or  to 
give  the  appearance  of  such  an  intent.  This  cate- 
gory includes  all  nonlethal  actions  previously  clas- 
sified as  incomplete  suicides,  unsuccessful  suicides, 
suicidal  gestures,  histrionic  suicidal  attempts,  abor- 
tive suicides,  and  ambivalent  attempts.  The  infor- 
mation contained  in  these  vague  labels  may  be  con- 
veyed more  precisely  by  rating  the  dimensions  of 
intent,  lethality,  and  mitigating  circumstances. 

Suicide  Ideas   (SI) 

The  Suicide  Ideas  category  includes  behaviors 
which  might  be  directly  observed  or  inferred  and 
which  are  concerned  with  or  move  in  the  direction 
of  a  possible  threat  to  the  individual's  life.  However, 
the  potentially  lethal  act  is  not  actually  performed. 
Taking  barbiturates  out  of  a  bottle  and  then  re- 
turning them  all  to  the  bottle  would  be  classified 
as  SI.  However,  swallowing  several  pills  with  the 
intent  of  committing  suicide  would  be  classified  as 
SA. 

Behavior  may  be  (cautiously)  used  to  infer  sui- 
cidal ideation  without  any  verbal  communication 
from  the  patient.  Suicidal  ideation  may  be  inferred 
by   preparations   for   ending    life.    Suicidal   ideation 
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may  also  be  inferred  by  a  depressed  patient's  verbal 
or  nonverbal  behavior  when  questioned  about  sui- 
cide plans.  For  example,  evasiveness,  obviously  phony 
denials,  etc.,  might  suggest  suicidal  wishes  or  plans. 
Communication  of  suicide  ideation  may  be  spon- 
taneously volunteered  by  the  patient  or  may  be 
elicited  only  after  careful  questioning.  Suicide  idea- 
don  may  also  be  communicated  in  writing. 

This  category  applies  to  those  individuals  who  mull 
over,  ruminate,  fantasy,  or  in  other  ways  indicate 
verbally  their  thoughts  about  self-destruction.  Pa- 
tients with  obsessive  thoughts  about  suicide,  but  with 
no  desire  to  harm  themselves,  would  qualify  for  in- 
clusion in  this  category  (but  intent  would  be  rated 
zero) . 

Certainty 

The  rater  should  indicate  his  degree  of  certainty 
or  doubt  that  a  particular  behavior  is  suicidal.  These 
ratings  would  be  useful  for  reliability  studies  and  re- 
search but  should  not  be  part  of  the  official  record. 
For  example,  a  50  percent  rating  on  CS  would  in- 
dicate a  50  percent  probability  that  death  was  due 
to  suicide.  Zero  percent  would  indicate  certainty 
that  death  was  not  due  to  suicide.  One  hundred  per- 
cent would  indicate  certainty  that  death  was  sui- 
cide. Similarly,  a  70  percent  rating  would  indicate 
that  death  probably  was  suicidal.  A  30  percent  rat- 
ing indicates  that  a  particular  act  probably  was  not 
suicidal.  A  10  percent  rating  would  indicate  "pos- 
sible, but  not  likely."  A  5  percent  rating  would  indi- 
cate remote  possibility. 

Lethality 

Lethality,  in  this  classification,  means  danger  to 
life  in  a  medical,  biological  sense.  It  refers  to  the 
deadliness  of  the  suicidal  act  or  contemplated  act. 
The  rating  should  be  based  on  the  objective  medi- 
cally-accepted danger,  and  not  on  what  the  subject 
knew  or  thought  about  it  (e.g.,  a  fatal  or  near  fatal 
dose  of  a  drug  which  the  subject  may  have  thought 
to  be  relatively  harmless  should  be  rated  as  high 
lethality).  High  lethality  represents  a  lack  of  reversi- 
bility and  lack  of  possible  medical  rescue  due  to 
the  method  that  is  chosen  or  contemplated  for  sui- 
cide. 

Intent 

Intent  means  the  seriousness  or  degree  or  sincerity 
of  the  subject  in  his  actual  or  contemplated  action, 
in  terms  of  ending  his  life.  This  requires  inference 
and  judgment  even  when  the  subject  is  available 


for  interview.  This  element  should  be  rated  after 
full  search  and  exploration  of  all  reasonably  avail- 
able sources  of  data  concerning  both  recent  and  past 
behavior. 

Intent  may  be  judged  from  the  individual's  self- 
reports.  The  genuineness  of  these  communications, 
of  course,  needs  to  be  assessed.  Intent  may  be  based 
on  circumstantial  evidence,  such  as  the  pathognomic 
details  of  a  lethal  or  nonlethal  action.  The  distinc- 
tive circumstances  surrounding  automobile  accidents, 
for  example,  might  be  used  to  infer  intent. 

Among  background  factors  to  be  considered  in 
inferring  intent  are  prolonged  chronic  dissatisfaction 
and  unhappiness,  often  with  growing  resistance  to 
therapeutic  intervention;  repeated  failures  when  the 
individual  has  attempted  to  extract  himself  from 
the  vicious  circle  of  defeat,  lack  of  resiliency,  in- 
ability to  tolerate  frustration,  and  a  life  pattern  of 
dealing  with  problems  through  avoidance. 

Intent  may  be  suspected  when  an  individual's 
own  behavior  unnecessarily  puts  his  life  in  jeopardy 
beyond  the  normal  course  of  events  in  his  daily 
living.  For  example,  an  iron  worker  who  works  on 
skyscrapers  puts  his  life  in  jeopardy  every  day,  but 
this  is  part  of  the  usual  course  of  daily  events  for 
him.  If,  indeed,  he  falls  and  is  killed,  then  one  must 
attempt  to  determine  whether  or  not  his  death  was 
a  suicide. 

Intent  may  also  be  measured  by  the  intensity  of 
determination  of  the  individual  to  end  his  life.  Ac- 
cordingly, one  might  see  a  suicide  attempt  in  which 
the  act  was  highly  lethal  (the  consumption  of  a 
bottle  of  secobarbital)  but  the  apparent  intent  to  die 
was  diminished  due  to  a  "cry  for  help"  accomplished 
by  staging  the  act  under  circumstances  of  expected 
rescue.  On  the  other  hand,  the  less  inherently  lethal 
act  of  a  deep  wrist  cut  might  be  occasioned  by  a 
person  whose  sole  purpose  is  to  unequivocally  end  his 
life  and  who  is  ignorant  of  the  anatomical  safe- 
guards which  protect  this  area  of  injury  from  life- 
threatening  hemorrhage.  Quantitation  of  the  lethal- 
ity component  and  the  intent  component  may  be 
readily  determined  by  a  scale  tapping  three  or  four 
dimensions. 

The  rating  of  Intent  may  range  from  zero  (e.g., 
a  faked  suicide  attempt  in  order  to  frighten  some- 
body else)  to  absolute.  Ambivalence  should  be  rec- 
ognized. The  rater  should  attempt  to  weigh  the 
degree  of  the  wish  not  to  commit  suicide  as  well 
as  the  strength  of  the  desire  to  commit  suicide.  The 
ultimate  decision  represents  some  interaction  of  these 
variables. 


Mitigating   Factors 

Subservient  to  the  above  components,  but  equally 
important  to  document  for  coding  and  comparative 
purposes,  are  two  additional  facts  which  can  qualify 
the  lethality  or  intent  components.  These  are  miti- 
gating circumstances  and  the  method  of  injury 
chosen  by  the  patient. 

Mitigating  circumstances  would  include  those 
aspects  of  age,  intelligence,  toxicity,  and  organic  or 
functional  illness  which  alter  the  awareness  of  the 
patient  to  the  consequences  of  his  action  or  could 
temporarily  aggravate  his  propensity  toward  willful 
self-destructive  behavior.  A  frequent  example  is  the 
acute  alcoholic  state  which  may  result  in  an  emo- 
tional outburst  of  impulsive  self-destructive  action. 

Method  of  Injury  should  also  be  documented  for 
coding  purposes,  as  certain  methods  may  be  found  to 
correlate  with  different  quantitative  degrees  of  lethal- 
ity, intent,  or  mitigating  circumstances.  For  exam- 
ple, the  frequent  sedative  overdoses  encountered  in 
clinical  practice  are  not  frequently  associated  with 
deep-seated  psychoses  as  compared  with  suicides  by 
fire  where  a  severe  psychotic  illness  is  usually  mani- 
fest. 

The  Problem  of  Suicidal  Risk 

Although  the  nomenclature  does  not  provide  a  spe- 
cial category  for  suicidal  risk,  this  is  obviously  an 
extremely  important  matter.  Suicidal  risk  is  probably 
a  function  of  some  of  the  dimensions  already  listed 
in  the  nomenclature.  For  example,  it  might  be  pos- 
sible after  some  research  to  be  able  to  compute 
suicidal  risk  based  upon  the  estimate  of  the  serious- 
ness of  the  intent,  the  examiner's  degree  of  cer- 
tainty as  to  the  intensity  of  the  suicidal  intent,  the 
lethality  of  the  plan  (if  it  is  known),  the  degree 
of  confusion,  the  presence  of  severe  mental  disorder, 
and  other  factors  that  are  determined  actuarily  on 
the  basis  of  research  such  as  age,  race,  marital  status, 
living  conditions,  history  of  previous  suicidal  at- 
tempts, etc.2 

RECOMMENDATIONS 

I.    Need  for  a  Standard  Nomenclature 

The  first  recommendation  is  a  general  one.  The 
need  for  a  "universally"  acceptable  nomenclature  for 

2  These  issues  became  the  focus  for  a  national  conference, 
the  results  of  which  have  been  included  in  the  following 
D.  J.,  publication:  A.  T.  Beck,  H.  L.  P.  Resnik,  and  4. 
Lettieri,  eds.  The  Prediction  of  Suicide,  Philadelphia: 
Charles  Press,  1973.   (In  press) 


suicidal  behaviors  should  be  recognized,  and  effec- 
tive action  should  be  taken  for  the  preparation  and 
the  subsequent  dissemination  of  this  nomenclature. 
Much  of  the  energy  directed  towards  research,  train- 
ing, and  prevention  will  be  wasted  unless  uniform, 
reliable,  and  valid  systems  for  defining,  coding,  and 
reporting  suicidal  behaviors  are  established.  Reports 
in  the  area  of  research,  prevention,  and  treatment 
are  often  inconclusive  and  meaningless  because  of 
the  obvious  deficiencies  in  official  statistics  and  the 
heterogeneous  systems  of  nomenclature  used  by  in- 
vestigators. 

II.    Need  for  Uniform  Case-Finding 
Procedures 

A.  National  standardized  criteria  should  be  set 
up  for  types  of  cases  to  be  seen  by  coroners'  offices; 
for  example,  cases  of  violent  death,  death  under  speci- 
fied circumstances,  death  which  occurs  unattended. 
The  component  procedures  involved  in  the  certifi- 
cation of  suicide  and  sources  of  bias  need  to  be  eluci- 
dated. A  systems  analysis  would  show  slippage  at 
various  decision  points.  These  sources  of  unreli- 
ability could  be  detected  by  systematic  studies,  such 
as  comparisons  of  the  number  and  types  of  referrals 
to  the  coroners'  offices,  and  the  number  of  autopsies 
and  types  of  laboratory  tests  performed. 

National  standards  should  be  set  up  for  a  medical- 
legal  system  serving  population  bases  of  varying  sizes. 
We  need  to  determine  what  population  base  would 
operate  best  under  a  fee  basis  or  under  a  salary 
basis,  or  best  under  a  centralized  building  and  lab- 
oratory basis.  There  has  to  be  variability  compatible 
with  tax  support. 

B.  The  indications  for  performing  autopsies  need 
to  be  standardized,  and  standardized  procedures  used 
in  autopsies  need  to  be  set  up. 

C.  Standardized  testing  for  blood  alcohol,  bar- 
biturates, and  heavy  metals  should  be  instituted. 

D.  A  "psychological  autopsy"  team  should  be  used 
for  equivocal  cases. 

E.  Training  of  legal  and  medical  investigative 
personnel  concerned  with  certification  of  death  needs 
improvement,  including  a)  legal  investigators  in- 
cluding police,  and  b)  certifiers  including  medical 
examiners,  coroners,  and  practicing  physicians. 

F.  The  often  repeated  "legal  presumption  against 
suicide"  heard  in  court  cases  usually  arising  from  in- 
surance problems  must  be  modified. 

G.  In  addition  to  the  previous  recommendation, 
there  should  be  a  change  of  death  certification  to 
insure  confidentiality  of  the  manner  of  death  and 
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opinion  as  expressed  by  the  certifier.  This  could  re- 
lieve pressures  on  the  certifying  physician  to  refrain 
from  reporting  suicides. 

H.  To  determine  the  reliability  and  validity  of  the 
official  statistics,  we  should  encourage  research  studies 
of  suicide  incidence  independent  of  the  official  sta- 
tistics. The  two  sets  of  data  could  then  be  compared 
and  the  reliability  evaluated. 

I.  To  increase  our  knowledge  of  the  incidence  and 
prevalence  of  suicide  attempts,  these  should  be  made 
reportable  conditions  (such  as  the  various  communi- 
cable diseases). 

J.  Hospital  emergency  room  record  keeping  and 
reporting  of  the  suicidal  attempts  and  deaths  in  hos- 
pitals should  be  improved.  Use  of  the  "psychological 
biopsy"  should  be  generalized. 

K.  Classifications  cannot  be  divorced  from  con- 
sideration of  available  governmental  and  health  serv- 
ices. There  has  to  be  implementation  by  improve- 
ments in  such  services  and .  training  of  appropriate 
governmental,  medical,  and  other  key  personnel  in 
the  proper  investigation  and  detection  of  such  cases. 

L.  The  implementation  of  many  of  the  above 
recommendations  could  be  carried  out  by  setting  up  a 
coordinated  study  by  representatives  from  groups 
such  as  the  National  Association  of  Medical  Examin- 
ers, the  National  Municipal  League,  and  the  Center 
for  Studies  for  Suicide  Prevention. 

III.    Need   for  Research  in  Classification  of 
Suicidal   Behaviors 

A.  A  system  of  nomenclature  such  as  that  pre- 
pared by  this  committee  should  be  utilized  as  a  base 
from  which  to  build  a  uniform  system  of  nomencla- 
ture. This  system  of  nomenclature  should  be  com- 
patible with  other  systems  so  that  it  can  be  dis- 
seminated to  and  worked  into  other  classificatory 
systems  such  as  those  used  by  the  World  Health 
Organization,  the  American  Medical  Association,  the 
American  Hospital  Association,  the  National  Asso- 
ciation of  Medical  Examiners,  the  American  Psy- 
chiatric Association,  and  the  National  Safety  Coun- 
cil. 

B.  This  system  of  classification  should  be  developed 
with  the  use  of  sophisticated  psychometric  proce- 
dures. As  in  developing  other  types  of  instruments, 
studies  should  be  carried  out  to  determine  the  re- 
liability and  validity  of  this  system  of  classification. 
Long-term  followup  studies  should  be  conducted  to 
determine  the  predictive  validity  of  the  scale  and  to 
provide  further  data  for  its  development. 


Pilot  studies  could  be  conducted  in  which  the 
same  case  material  could  be  rated  by  investigators 
from  various  disciplines  in  order  to  determine  the 
utility  of  the  system  and  the  interjudge  reliability. 
Case  examples  in  which  our  system  was  employed  are 
presented  in  the  Appendix. 

IV.    Need  for  Dissemination  of  Nomenclature 

A.  Ultimately,  it  would  be  very  useful  to  prepare 
and  distribute  a  manual  on  suicidal  behaviors  to 
serve  as  a  guide,  source  book,  and  training  manual 
for  personnel  involved  in  the  area  of  suicidal  be- 
haviors. For  instance,  the  lesser  known  circumstances 
which  indicate  need  for  a  suicidal  investigation 
would  be  listed  (for  example,  crash  directly  into  a 
tree,  wound  in  head  with  gun  in  hand,  nonindustrial 
fall  from  a  building).  The  classification  would  be 
analogous  to  that  in  the  Manual  of  Classification  of 
Motor  Vehicle  Traffic  Accidents  published  by  the 
National  Safety  Council. 

Such  a  manual  would  also  serve  the  same  purpose 
as  the  Current  Medical  Terminology  sponsored  by 
the  American  Medical  Association.  The  manual 
would  include  preferred  terms,  each  supported  by  a 
definition  containing  the  essential  defining  and  dis- 
criminating characteristics  of  the  term.  The  termi- 
nology might  include  synonyms  and  a  numerical 
index.  It  would  probably  be  well  for  such  a  book  to 
be  computer  oriented  to  facilitate  statistical  analysis 
of  the  data. 

A  case  book  could  present  illustrative  examples  in 
which  various  dimensions  such  as  intent,  certainty, 
mitigating  circumstances,  etc.,  have  been  rated  by 
experts. 

B.  The  relevant  recommendations  of  the  Nomen- 
clature Committee  should  be  sent  to  the  national 
professional  organizations  listed  in  Recommendation 
III.  Otherwise,  much  of  the  work  of  the  committee 
will  have  been  wasted. 

APPENDIX 

The  application  of  the  proposed  system  of  classifi- 
cation to  case  material  is  illustrated  below.  It  should 
be  noted  that  members  of  the  committee  have  found 
it  relatively  easy  to  classify  and  rate  these  cases.  No 
formal  inter-rater  reliability  tests  have  been  conducted 
as  yet. 

Case   I 

A  79-year-old  widow,  with  hypertension  and  heart 
failure,  had  been  depressed  for  twelve  months.  She 


11 


was  alone  in  the  house,  and  her  daughter,  with 
whom  she  lived,  was  not  expected  back  before  12:30 
p.m.  The  daughter  returned  an  hour  earlier  and 
found  her  mother  in  the  gas-filled  kitchen  lying  on 
the  floor  semi-comatose.  Windows  and  doors  were 
shut.  She  declared  that  she  had  wished  to  kill  herself 
as  she  was  unwanted. 

From  E.  Stengel,  M.D.  and  Nancy  G.  Cook, 
Attempted  Suicide,  Its  Social  Significance  and 
Effects.  AMIA,  1958,  p.  85. 

Classification  and  Rating 

Suicide  Attempt 

Lethality:   high 

Intent:  high 

Method:  carbon  monoxide  poisoning 

Mitigating  Circumstances:  none 

Certainty  of  Classification:  100  percent 

Case  II 

A  middle-aged  white  male  widower  cut  each 
wrist  with  a  razor.  At  approximately  the  same  time 
he  consumed  a  small  bottle  of  phenobarbital.  The 
bleeding  stopped  and  the  slow-acting  phenobarbital 
failed  to  cause  a  rapid  loss  of  consciousness.  He 
washed  his  wounds  and  put  on  clean  clothes. 

Suicide  Attempt 

Lethality:  low 

Intent:  high 


Method:    (a)  cut  wrists 
(b)   barbiturate 

Mitigating  Circumstances:   none 

Certainty  of  Classification:  100  percent 
He  then  drove  his  automobile  at  a  high  rate  of 
speed  directly  into  a  tree,  sustaining  immediate  fatal 
injuries.  He  now  can  be  classified  as  follows: 

Completed  Suicide 

Lethality:  high 

Intent:  high 

Method:  motor  vehicle 

Mitigating  Circumstances:   none 

Case    III 

An  adolescent  impressionable  female  became 
grossly  incoherent  from  intoxicating  beverages  plied 
by  her  lascivious  male  companion.  Surprised  while 
being  deflowered,  the  female  could  only  reply  to  her 
mother's  vituperation  with  sobs  of  "I'm  going  to  kill 
myself."  In  the  cold  light  of  a  sober  day  she  was 
able  to  think  clearly  and  rationalize  the  act  into  an 
allegation  of  rape. 

Suicide  Ideas 

Lethality:  low 

Intent:    low 

Method:  unspecified 

Mitigating  Circumstances:  high 

Certainty:   100  percent 
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Chapter 
Death  and  Self-Destructive  Behaviors 


Avery  Weisman,  M.D.,  Chairman 

Herman  Feifel,  Coleman  Henley,  Seward  Hiltner,  Richard  A.  Kalish, 
Robert  Kastenbaum,  Zayne  Nelson,  Norman  D.  Tabachnick 


I.     SUICIDE,    DEATH,  AND  LIFE-THREATENING 
BEHAVIOR 

The  enigma  of  suicide  is  still  unsolved.  Our  in- 
ability to  fathom  or  constrain  the  drive  toward  self- 
destruction  is  emphasized  by  relentless  statistics  and 
by  the  comparatively  few  potential  suicides  who  are 
reached  by  preventive  agencies.  The  most  disturbing 
fact,  however,  is  that  frank  suicide  attempts  may  be 
only  a  minor  example  of  the  over-all  prevalence  of 
equally  destructive,  life-threatening  behavior.  We 
are  currently  uncertain  about  what  occurs  to  the  po- 
tential suicide,  especially  during  that  dark  interval 
between  gathering  ideation  and  inflicting  physical 
damage  upon  himself.  The  dynamics  of  depression 
do  not  provide  adequate  insight  into  motives  of 
suicide.  Present-day  psychological,  biochemical,  and 
sociological  theories  have  remained  surprisingly  sta- 
tionary for  a  number  of  years.  Yet,  self-destructive 
acts,  as  well  as  less  lethal,  inimical  behavior,  abound 
in  our  society.  Most  of  these  take  place  without  overt 
suicidal  intent.  Although  these  reckless  acts  have 
been  termed  "suicide  equivalents,"  we  should  realize 
that  the  theory  of  implicit  "suicide"  has  not  been 
proved.  Consequently,  we  might  better  withhold  in- 
ferences about  primary  self-destruction  and  instead 
cite  examples  of  life-threatening  behavior,  as  further 
evidence  of  the  precarious  imbalance  between  lethal 
and  viable  dispositions  of  mankind  in  general. 

Recently,  workers  in  the  field  of  chronic  illnesses 
have  recognized  that  people  dying  of  "natural" 
causes  differ  greatly  in  their  terminal  attitudes  to- 
ward death,  and  that  some  patients  seem  to  partici- 
pate actively  in  bringing  about  a  fatal  outcome.  As 
patients  approach  death,  each  has  a  different  por- 


tent of  what  awaits  him.  Some  people  begin  the 
decline  toward  death  calmly,  while  others  feel  apa- 
thetic or  antagonistic  about  their  fate.  It  is  certain, 
however,  that  many  more  patients  find  death  ac- 
ceptable or  appropriate  than  has  heretofore  been 
appreciated.  Disinclination  to  live  is  not  the  same  as 
the  wish  to  terminate  life,  but  some  terminal  patients 
acquiesce  to  death  with  something  of  the  same  quality 
that  other  patients  display  when  they  passively  submit 
to  lethal  forces,  or  even  when  they  take  steps  to 
hasten  their  demise. 

I  do  not  believe  that  pre-terminal  patients  have 
the  same  characteristics  as  pre-suicidal  patients.  Even 
the  most  superficial  assessment  of  patients  desperately 
sick  with  a  life-threatening  illness  discloses  that  there 
is  a  wide  difference  between  them  and  people  who 
have  attempted  suicide  and  have  inflicted  grave 
organic  impairment  upon  themselves.  Patients  with 
potentially  fatal  diseases  may  attempt  suicide  at  any 
stage  of  the  illness.  It  is  possible  to  relieve  symptoms 
of  one  disorder  without  influencing  the  other.  Never- 
theless, we  can  combine  our  knowledge  of  the 
psychosomatic  aspects  of  organic  illnesses  and  death 
with  what  we  know  about  suicide.  We  may  then  be 
able  to  revise  traditional  preconceptions  about  suicide 
and  organic  death.  We  shall  turn  away  from  the 
"causes"  of  death  and  toward  the  "contexts"  of 
death.  A  comprehensive  theory  of  death  and  what  it 
means  to  people,  how  it  articulates  with  events,  crises, 
and  conflicts,  and  how  factors  in  communication 
both  incite  and  relieve  lethal  behavior  may  repay 
efforts  to  suspend  our  habitual  methods  of  formula- 
tion. 
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Precision,  Generality,  and  Relevance 

There  are  three  principal  guideposts  for  an  ade- 
quate and  convincing  theory — precision,  generality, 
and  relevance.  It  is  probably  impossible  for  theories 
in  the  behavioral  disciplines  to  achieve  all  three  goals. 
Of  course,  precision  is  easy  when  we  can  directly 
observe  and  itemize  tangibles.  For  example,  we  tabu- 
late birthplaces  and  geographic  distribution  for 
suicide  victims,  and  then  generously  draw  inferences 
about  suicide  and  ethnic  characteristics.  However, 
these  conclusions  do  not  explain  critical  situations 
for  anyone  in  particular  who  is  in  suicidal  turmoil. 
Many  generalities  abound;  indeed,  it  is  difficult  to 
avoid  generalizations.  The  hypothesis  that  no  one  kills 
himself  unless  he  has  at  some  time  suffered  a  dis- 
appointment in  love  is  only  slightly  more  general 
than  the  theory  that  regards  the  suicidal  impulse  as 
retroflexed  hostility. 

The  third  guidepost,  or  "pillar  of  ignorance,"  is 
relevance.  Investigators  who  manage  to  find  a  com- 
promise between  generality  and  precision  are  un- 
likely to  complicate  their  task  further  by  seeking 
criteria  for  relevance.  Nevertheless,  relevance  is  a 
critical  issue.  We  might  manipulate  characteristics  of 
suicidal  patients  deftly  and  find  many  illustrations 
for  our  generalizations,  and  yet,  if  the  formulations 
do  not  correspond  to  experience,  there  will  be  no 
incentive  for  further  work.  Relevance  is  difficult  to 
define,  although  practically  everyone  knows  what  it 
means.  It  refers  to  spheres  of  action  in  which  we  are 
immediately  and  directly  involved.  It  means  the  here- 
and-now — the  painful  present  of  incipient  death  and 
the  implemented  despair  of  suicide. 

Key   Concepts 

It  is  no  longer  adequate  to  claim  that  a  person  is 
or  is  not  suicidal,  that  he  really  wants  to  kill  himself 
or  is  merely  gesturing.  At  some  time,  everyone 
realizes  that  he,  too,  will  die,  and  few  people  are 
exempt  from  the  feeling  that  they  would  like  to  ex- 
tinguish conflict  as  quickly  and  as  completely  as 
possible.  At  these  various  points  along  the  continuum 
of  viability,  lethality,  and  terminality,  the  problem  is 
more  involved  with  opportunity,  circumstances,  and 
tactics,  than  with  a  sharp  separation  between  intent 
and  turmoil. 

Karl  Menninger  has  contributed  a  classic  theory 
of  death  and  suicide  in  Man  Against  Himself.  He 
based  his  theory  upon  the  key  concepts  of  the  death 
instinct  and  upon  the  triad  of  lethal  wishes — to  kill, 
to  be  killed,  and  to  die. 


The  wish  to  kill  that  Menninger  described  pre- 
supposes an  innate  urge  to  destroy.  It  can  be  re- 
leased or  aroused  by  loss  of  a  significant  person  or 
object,  by  insufficient  neutralization,  by  reversal  of 
impulses,  and  by  overwhelming  self-destructive 
phantasies. 

The  wish  to  be  killed  seems  to  be  related  more  to 
being  killed  by  a  hostile  or  punitive  conscience  than 
to  being  killed  by  someone  else.  Although  reports 
about  people  who  induce  murder  by  an  unwitting 
accomplice  are  common,  in  most  people  who  attempt 
suicide,  the  wish  to  be  killed  is  derived  from  self- 
victimization  by  a  self-righteous  brute  called  "con- 
science." Psychoanalysts  often  refer  to  an  "exag- 
gerated" superego,  which  means  that  one  part  of  the 
personality  is  dissociated  from  the  rest  of  mental 
life  and  fear  is  awakened  in  another  part  of  being 
defeated,  punished,  disgraced,  or  defiled  in  a  spe- 
cifically painful  way.  The  "wish"  imbedded  in  the 
superego  creates  a  "fear"  in  the  rest  of  the  person, 
together  with  a  sense  of  helplessness,  absence  of 
mastery  and  control,  and  abrogation  of  significant 
values.  These  same  fears,  presumably  accompanied 
by  corresponding  wishes,  can  also  be  discovered  in 
fears  of  death  and  dying. 

Fear  of  Dying  and  Fear  of  Death 

What  people  mainly  fear  in  death  is  an  image  of 
life  with  a  negative  sign,  a  minus-life.  It  is  irreversible 
failure — a  permanent  defeat  of  their  most  cherished 
values  and  directives.  If  someone  values  health,  then 
death  means  incurable  disease;  if  he  esteems  dignity 
and  prestige,  then  death  means  anonymity  and 
humiliation;  if  self-control  and  mastery  are  primary 
values,  then  death  is  dreaded  because  it  signifies 
passive  victimization  by  hostile,  impersonal  forces. 
Basically,  fear  of  death  is  the  dread  of  not  being 
able  to  die  one's  own  death,  a  fear  that  corresponds 
to  not  being  able  to  live  one's  own  life. 

Fear  of  dying  has  a  more  personal  sense  of  im- 
pending calamity.  We  feel  abruptly  cut  off  from 
familiar  reality,  cues  to  customary  meanings  dis- 
appear, and,  solid  ground  seems  to  disintegrate 
beneath  us.  Nameless  but  overwhelming  visceral 
sensations  engulf  us,  producing  poignant,  helpless 
solitude.  The  victim  is  isolated  from  time;  the  past 
is  gone  and  the  future  cannot  be  imagined. 

Not  every  patient  who  experiences  acute  anxiety 
will  report  the  usual  symptoms  of  palpitation,  im- 
pending calamity,  vertigo,  and  so  forth.  Moreover, 
fear  of  dying  may  appear  without  the  sense  of  meta- 
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physical  isolation  described  above.  Nevertheless,  fear 
of  dying,  or  primary  anxiety,  may  precede  a  suicide 
attempt,  and  we  may  infer  that  some  of  these  at- 
tempts are  efforts  to  restore  a  sense  of  equilibrium 
and  meaning  to  life.  It  is  not  unusual,  for  example, 
to  find  suicidal  patients  who  are  relieved  following 
an  attempt.  One  man  attempted  to  wreck  his  auto- 
mobile while  intoxicated,  hoping  to  die  in  the  acci- 
dent. When  he  missed  a  bridge  abutment,  turned  over 
several  times,  and  then  landed  right  side  up,  he  was 
instantaneously  sobered  and  free  of  suicidal  inten- 
tions! Other  patients  feel  relief  when  they  observe 
blood  flowing  from  their  slashed  wrists,  or  land  on 
the  ground  injured  but  alive,  as  though  the  inflicted 
damage  or  the  attempt  itself  had  restored  reality  and 
relieved  anxiety. 

We  are  aware  that  a  significant  loss  through  death 
or  desertion  may  trigger  a  depression.  Indeed,  the 
typical  depressed  patient  reports  a  variety  of  losses 
and  drastic  reversals  in  the  recent  past.  However,  it 
is  doubtful  if  these  losses  or  reversals  are  sufficient, 
in  themselves,  to  instigate  a  suicide  attempt.  Further- 
more, the  reasons  given  after  a  suicide  attempt  are 
seldom  very  convincing.  Having  reasons  for  suicide  is, 
we  are  sure,  not  the  real  reason  for  putting  one's  life 
on  the  line. 

A  suicide  attempt  may  be  an  effort  to  rid  oneself 
of  a  high  degree  of  lethality  and  fear  of  dying  and 
to  reestablish  a  sense  of  being  someone  who  matters. 
The  seemingly  irrational  act  may  have  its  own  in- 
ternal logic.  Fear  of  dying  is  related  neither  to  hope 
nor  hopelessness.  I  suspect  that  episodes  of  primary 
anxiety  or  anguish  are  more  prevalent  than  depression 
and  hostility  in  suicide  attempts.  Unmitigated  hatred 
and  depression  may  be  accompanied  by  helplessness 
and  worthlessness,  but  whether  they  stand  in  relation 
to  a  suicide  attempt  as  cause  and  effect  is  unlikely. 
We  have  only  recently  begun  to  explore  the  relation 
of  sexual  perversion  and  suicide  attempts  and  to 
realize  the  close  affinity  between  seeking  love  and 
seeking  death  when  both  are  unacceptable. 

Self-destructive  Behaviors 

Menninger  also  postulated  that  self-destructive 
trends  may  be  found  in  a  variety  of  acts  not  ordinarily 
considered  suicidal.  He  therefore  coined  the  terms, 
"focal  suicide,"  "chronic  suicide,"  and  "organic 
suicide."  However,  these  terms  keep  us  from  fully 
appreciating  that  suicidal  acts  may,  in  themselves, 
also  represent  life-enhancing  behavior  by  finding,  in 
death,  some  form  of  terminal  fulfillment. 


We  are  convinced  that  the  bipolar,  self-contained, 
categorical  concepts  of  organic  death  and  self- 
induced  death  are  no  longer  tenable  and  should  be 
replaced  with  a  concept  that  recognizes  a  more  fluid 
ebb  and  flow  of  lethality  in  all  people.  Moreover,  the 
disposition  toward  lethal  behavior  should  be  con- 
sidered along  with  a  complementary  concept — the 
disposition  to  die,  or  terminality.  Both  lethality  and 
terminality  may  be  manifested  in  different  types  of 
behavior  and  under  varying  circumstances,  not  just 
in  the  conventional  outcome  of  extinction  and  anni- 
hilation. 

Lethality  and  terminality  should  bracket  a  group 
of  heterogeneous  behaviors,  called  "life-threatening." 
In  this  way,  we  need  not  assume  that  all  life- 
threatening  behavior  is  necessarily  equivalent  to 
suicide  or  even  to  "self-destructive"  behavior.  Terms 
like  "suicide  equivalents"  or  "self-destructive  be- 
haviors" seem  to  beg  more  questions  than  they  can 
answer.  They  apply  to  so  many  situations  that  it  is 
difficult  to  determine  what  behavior  would  constitute 
a  null  class.  Terminality  and  lethality  are  admittedly 
imprecise  concepts,  but  at  least  they  open  the  door  to 
further  investigations,  not  prematurely  close  it  with 
false  conclusions  and  postulates. 

Terminality  and  Lethality 

The  protean  shapes  of  terminality  and  lethality  are 
found  in  life  everywhere,  not  just  in  clinical  syn- 
dromes. Collectively,  all  forms  of  terminality  and 
lethality  compromise  life-enhancing  forces,  or  viability, 
on  levels  of  behavior,  other  than  terminal  illness  or 
self-destruction. 

Precise  definitions  of  human  behavior  are  difficult 
to  achieve  and,  when  sufficiently  generalized,  are 
too  dilute  to  be  very  convincing.  If  we  start  with  the 
guidepost  of  relevance  instead  of  generality,  it  is  clear 
that  human  behavior  is  initially  seen  as  having  a 
high  degree  of  relevance.  Our  beliefs  and  perceptions 
may  have  an  intuitive,  even  esthetic  validity  of  the 
kind  that  novelists  and  artists  sometimes  express. 
However,  when  scientists,  particularly  psychologists 
and  psychiatrists,  go  to  work  on  relevant  concepts,  the 
attempt  to  analyze  and  express  these  concepts  in  un- 
derstandable language  leads  to  selective  emphasis 
and,  perhaps,  differential  distortions. 

The  most  useful  method  for  defining  concepts  like 
terminality,  lethality,  and  life-threatening  behavior 
is  to  find  appropriate  polarities.  This  is  the  method 
of   "organic  meanings,"    as   opposed   to   "objective 
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meanings."  Objects,  which  have  "objective  mean- 
ings," may  be  defined  according  to  the  characteristics 
and  categories  they  share  with  other  objects.  Then 
they  may  be  differentiated  by  their  singular  proper- 
ties and  given  a  distinctive  name.  On  the  other  hand, 
"organic  meaning"  requires  constant  reference  to 
human  experience,  to  psychosocial  contexts,  and  to 
equivalent  events  that  have  an  antithetical  meaning. 
For  example,  the  "objective  meaning"  of  extinction, 
for  our  purposes,  is  "causing  to  die  out,  ceasing  to 
burn,  reducing  to  silence  or  ineffectiveness."  These 
meanings  can  be  found  in  most  dictionaries  and 
correspond  to  the  usual  circumstances  in  which  the 
name  extinction  is  used.  When  we  define  extinction 
in  its  "organic  meaning,"  we  can  only  do  so  by  simul- 
taneously conceiving  of  its  antithesis.  In  this  case, 
the  antithesis  of  extinction  would  be  a  version  of 
"enliven."  The  opposite  of  the  concept  annihilation, 
is  "making  into  something,"  as  in  an  objective  mean- 
ing. But  if  we  regard  annihilation  as  an  act  which 
makes  into  nothingness  or  destroys,  its  antithesis 
would  be  "becoming  more  than  what  one  is,  achiev- 
ing a  purpose  beyond  the  immediate  present." 

I  do  not  propose  that  we  forego  objective  mean- 
ings. If  we  did,  this  discussion  would  be  very  difficult 
to  continue.  I  do  suggest  that,  to  understand  fully 
the  highly  personal  contexts  of  suicide  and  death,  we 
try  to  supplement  ordinary  objective  meanings  with 
terms  that  do  not  impose  immediate  closure.  Objec- 
tive meanings  make  discussion  feasible,  but  organic 
meanings  heed  the  "surplus  realities"  that  all  of  us 
experience  and  so  seldom  seek  to  enunciate. 

Let  us  assume  that  the  organic  opposite  of  ter- 
minality  and  lethality  is  a  concept  such  as  viability. 
If  this  is  granted,  we  can  then  develop  forms  of 
viability  to  which  there  are  corresponding  forms  of 
terminality  and  lethality.  In  my  opinion,  we  can 
recognize  at  least  three  different  levels  of  viability 
which,  for  the  sake  of  simplicity,  may  be  called  pri- 
mary, secondary,  and  tertiary  viability. 

Primary  viability  refers  to  a  biological  level  of  or- 
ganic intactness  and  survival  for  its  own  sake,  re- 
gardless of  the  conditions  that  must  be  endured.  On 
this  plane,  the  predominant  purpose  is  to  exist  with- 
out pain  and  suffering,  while  seeking  a  measure  of 
fulfillment,  replenishment,  and  safety.  There  is  no 
pre-emptory  demand  to  visualize  a  distant  future,  nor 
any  need  to  contend  unduly  with  a  world  of  ab- 
stractions and  symbolic  relationships. 

Secondary  viability  applies  to  behavior  that  is  be- 
yond what  is  usually  required  for  survival  and  en- 


durance. The  purpose  of  this  behavior  transcends  a 
pain-free  existence  and  requires  competent,  effective 
performance.  Consequently,  secondary  viability  im- 
plies that  there  is  a  measure  of  choice  and  control 
over  what  happens.  Competence  requires  skill,  knowl- 
edge, and  a  realistic  appraisal  of  the  environment 
in  which  purposeful  activity  can  be  expected  to  suc- 
ceed. Adequate  perception  of  time,  past  and  future, 
is  necessary. 

Tertiary  viability  denotes  some  kind  of  conduct, 
not  only  behavior  that  pertains  to  survival  and  com- 
petence. The  measure  of  this  conduct  is  determined 
by  the  ego  ideal,  the  body  of  directives  and  prohibi- 
tions that  supply  judgments  of  self-esteem  and  an 
intact  personal  image. 

The  concept  of  three  levels  implies  that  a  person 
may  fail  to  succeed  with  respect  to  his  ego  ideal,  but 
may  still  behave  effectively  on  another  level.  Finally, 
within  a  narrow  scope  and  with  drastically  limited 
performance,  he  may  still  survive  in  a  compara- 
tively pain-free  but  highly  demarcated  context. 

Life-threatening  behavior  takes  place  even  when 
life  is  not  actually  imperiled.  Survival,  competence, 
and  responsibility  may  be  threatened  throughout  life, 
yet  only  a  few  forms  of  terminality  and  lethality  re- 
sult in  suicide.  Life-threatening  behavior  may  com- 
promise competence  and  responsibility  without  neces- 
sarily implying  that  any  trouble  anyone  gets  into  is 
a  form  of  suicide. 

Primary  lethality  refers  to  non-survival,  death  for 
its  own  sake,  on  its  own  terms.  Primary  lethality  is 
literal  suicide.  In  the  presence  of  dread  and  despair, 
pain  and  suffering  are  inescapable.  A  distant  future 
seems  impossible;  there  is  only  a  pre-emptory  demand 
that  something  be  done  about  one's  own  existence. 
Time  and  the  potential  for  change  are  utterly  un- 
thinkable. Whatever  is  cannot  be  different.  The 
mirage  of  being  a  significant  person  who  can  sur- 
vive in  surroundings  that  offer  neither  reward  nor 
dependable  meaning  is  a  flimsy  illusion. 

Secondary  lethality  is  a  milder  form  of  lethality. 
Although  the  prospect  of  being  permanently  doomed, 
incompetent,  and  ineffective  seems  utterly  certain, 
the  urge  to  take  one's  own  life  is  less  intense.  There 
may  be  extreme  anxiety  about  the  fact  of  just  being 
alive,  but  life-enhancing  potential  is  sufficient  to  allow 
other  options  besides  suicide  to  be  exercised.  Some 
people  describe  themselves  as  being  fated  to  fail, 
but  imply  also  that  they  are  fated  to  live.  Self- 
imposed  defeat  and  risk-provoking  behavior  may  be 
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built  into  their  character,  instead  of  being  carried 
out  in  a  destructive  act.  Frequently,  patients  diag- 
nosed as  "passive-aggressive  personalities"  or  "moral 
masochists"  express  a  forlornness  or  perplexity  that 
is  equivalent  to  a  kind  of  "death-in-life." 

Tertiary  lethality  is  a  concept  that  is  difficult  to 
reconcile  with  ordinary  interpretations  of  life- 
threatening  behavior.  Yet,  effective,  practical  be- 
havior can  violate  standards  of  the  ego  ideal  without 
necessarily  endangering  the  person.  Under  the  in- 
fluence of  drugs,  illness,  despair,  or  even  a  sense  of 
excitement  and  invincibility,  any  person  can  violate 
his  own  best  interests.  Less  dramatically,  tertiary 
lethality  may  be  demonstrated  whenever  people  feel 
exiled  in  their  own  world.  Surrounded  by  objects  that 
should  provide  fulfillment  and  satisfaction,  they  ex- 
perience life  as  an  alien  force  threatening  their  in- 
tegrity. The  predominant  emotion  may  not  be  anxi- 
ety but  guilt,  a  sentiment  that  differs  substantially 
from  depression  and  shame. 

These  brief  descriptions  permit  some  insight  into 
the  range  of  organic  meaning  contained  within  the 
concept  of  lethality.  Generally  speaking,  lethality  is 
a  personal  disposition  to  destroy,  put  in  danger, 
damage,  or  dissolve  into  nothingness.  When  found 
combined  with  viability,  the  sense  of  danger  may  be 
highly  pleasurable  and  may  even  promote  a  feeling 
of  invulnerability,  because  the  cutting  edge  of  the 
ego  is  tested  against  the  world. 

Lethality  has  several  points  in  common  with  ter- 
minality,  which  may  be  defined  as  the  disposition  to 
accept  extinction.  There  are  psychosocial  and  personal 
circumstances  that  predispose  patients  to  die,  whether 
by  suicide  or  by  the  depredations  of  a  fatal  illness. 
At  the  end-stage  of  disease  or  insoluble  conflict,  pa- 
vients  may  feel  victimized,  optionless,  and  convinced 
that  they  are  unable  to  change  the  course  of  a  hostile 
process.  Pre-terminal  patients  approach  death  with 
varying  degrees  of  apathy,  apprehension,  acceptance, 
or  antagonism.  In  managing  dying  patients,  profes- 
sionals and  nonprofessionals  alike  help  to  provide  an 
atmosphere  in  which  the  patient  can  find  an  appro- 
priate death.  Pre-suicidal  patients  try  to  find  this  for 
themselves  and,  ultimately,  appropriate  death  is  an 
option  over  living  on  a  grossly  disturbed  level  of 
effectiveness,  at  least  according  to  their  self-percep- 
tion. 

The  imminence  of  death  is  often  less  feared  than 
is  the  fear  of  not  being  able  to  die  an  appropriate 
death.  Dying  one's  own  death  may  not  be  possible. 
Many  terminal  patients  are  forced,  instead,  to  meet 
extinction  as  optionless  victims.  In  these  cases,  the 


lethality  predominates  over  the  terminal  disposition 
to  seek  extinction  effortlessly. 

It  is  not  surprising  that  suicidal  patients  sometimes 
expect  to  survive.  In  these  cases,  terminality  is  far 
less  intense  than  lethality.  Even  so,  the  suicide  attempt 
is  a  curious  merger  of  life-threatening  and  life- 
enhancing  propensities;  the  patient  seeks  only  to 
destroy  that  part  of  himself  that  impedes  resolution 
of  conflict. 

Life-enhancing  activities  include  a  strong  sense 
of  survival,  competence,  and  responsibility.  Yet  even 
under  these  conditions,  participation  in  life-threaten- 
ing behavior  may  be  necessary  to  develop  reality 
testing  and  to  satisfy  an  ego  ideal.  The  presence  of 
death  or  the  reality  of  death  phantasies  may  augment 
the  immediate  pleasure  of  living  by  highlighting  the 
sense  of  reality  we  have  for  time-limited  acts. 

The  pre-suicidal  person  obliterates  time,  seeking  in 
the  timelessness  of  conflict  the  oblivion  of  uncon- 
sciousness or  the  demonstration  of  being  invincible. 
Post-suicidal  relief  of  tension  is  typical  of  many  at- 
temptors.  Survivors  may  not  acknowledge  a  clear 
intent  to  die,  but  it  is  not  uncommon  to  find  that  the 
quiescence,  or  relief,  following  an  attempt  resembles 
what  they  expected  of  a  "partial"  or  "temporary" 
death.  Analogously,  few  patients  dying  of  a  fatal  dis- 
ease will  frankly  declare  that  they  want  to  die.  The 
drive  to  survive  adopts  many  forms,  even  when  the 
reality  of  death  is  inevitable.  Under  such  conditions, 
it  is  unlikely  that  a  purely  impulsive  suicidal  act  can 
occur;  more  often,  suicide  already  has  been  dis- 
sociated from  a  rather  lengthy  preoccupation  with 
death  and  destruction. 

Where  can  we  find  an  alternative  viewpoint  to- 
ward lethality  and  terminality  that  excludes  specific 
"causes"  of  death  and  "reasons"  for  suicide?  The 
internal  reality  of  anyone  appears  only  briefly  in  the 
various  roles  he  plays.  In  a  sense,  the  roles  we  play 
and  the  world  we  customarily  inhabit  are  but  a  frag- 
ment of  the  unrealized  possibilities  within  us.  Re- 
pressions, renunciations,  and  incompatible  options 
create  what  our  world  consists  of.  To  appreciate  our 
internal  reality  adequately,  we  must  be  able  to 
acknowledge  that  we  are  prisoners  of  our  own  ex- 
perience and  slaves  of  time.  Paradoxically,  nowhere 
is  the  illusion  of  invincibility  more  conspicuous  than 
when  we  take  part  in  life-threatening  activities.  Life- 
threats  may  endanger  us  at  all  times  and  on  any 
level  of  viability.  With  each  loss  or  elimination  of 
competent  control,  lethality  and  terminality  may  be 
augmented.  Viable  relationships,  pursuits,  and  ac- 
tivities are  required  at  all  times,  especially  on  the 
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threshold  of  death,  when  the  future  is  wholly  illusory. 
This  principle  seems  to  underlie  most  of  our  methods 
of  managing  suicidal  crises  and  terminal  illnesses. 

Suicide  Implementation 

We  may  define  suicide  as  an  act  undertaken  in 
order  to  bring  about  a  desired  result,  which  need  not 
always  be  death.  The  traditional  viewpoint  is  that 
suicide  is  a  logical  (or  paralogical)  outcome  of 
specific  antecedent  events  and  dispositions.  This  view- 
point seeks  the  "cause"  of  suicide.  Another  viewpoint, 
not  nearly  as  well-known,  emphasizes  the  internal 
reality  of  the  suicidal  person  within  his  psychosocial 
field.  It  holds  that  suicidal  behavior  may  extend  over 
a  considerable  period,  before  and  after  the  actual 
attempt,  and  may  be  detected  in  a  variety  of  life- 
threatening,  life-impoverishing  behaviors.  Suicide  is 
not  an  isolated  event,  but  a  reality  within  a  larger 
field  of  forces.  We  would  not  automatically  assume 
that  a  so-called  suicidal  gesture  is  essentially  differ- 
ent from  a  more  deadly  attempt,  nor  that  a  disturbed 
person  is  more  suicidal,  necessarily,  than  is  someone 
judged  to  be  "normal." 

These  two  viewpoints  enable  us  to  consider  suicide 
both  as  a  longitudinal,  cause-related  outcome,  and  as 
a  context-related,  experiential  style  of  life.  Imple- 
mentation has  instrumental  value,  therefore,  but  it  is 
merely  the  middle-term  of  a  complex  event  that  also 
includes  suicidal  ideation  and  intervention.  The  idea 
of  chronological  time  with  antecedent  and  conse- 
quence is  not  relevant  to  the  viewpoint  of  internal 
reality. 

Another  element  in  suicide  as  implementation  is 
that  of  rescue.  We  are  familiar  with  the  calculated 
risk  of  certain  attempts.  Risk  may  be  defined  as  the 
probability  of  inflicting  irreversible  damage.  If  we 
need  psychosocial  factors  in  suicide  attempts,  as  we 
must  in  understanding  internal  reality,  then  we  should 
also  become  familiar  with  calculated  rescue.  The 
advantage  of  using  these  two  viewpoints  is  that  we 
can  put  aside  such  deceptive  considerations  as  in- 
tent, cause,  and  motivation,  especially  when  these 
elements  must  be  inferred.  By  understanding  the 
context  of  suicide,  we  will  be  ready  to  recognize 
other  forces  at  work;  we  can  foresee  finding  other 
methods  for  neutralizing  lethality  and  preventing 
fatal  outcomes. 

II.     COMMITTEE  DISCUSSION 

Salient   Problems  for  the  Committee 

The  meaning  of  suicide  and  self-destructive  be- 
haviors cannot  be  fully  understood  unless  we  also 


forge  concepts  and  criteria  for  a  more  comprehensive 
theory  of  death  and  of  the  broader  concept  of  life- 
threatening  behavior.  It  is  far  too  restrictive  if  we 
regard  suicide  as  a  cause-initiated  outcome  of  specific 
psychopathology  plus  sociological  reifications.  More- 
over, a  person  who  participates  in  life-threatening 
or  self-destructive  behavior  usually  has  feelings  as  to 
what  his  death  and  dying  will  mean  to  others  as 
well  as  himself.  Such  acts  must  be  seen  in  a  socio- 
cultural  context,  since  not  all  communities  perceive 
death  in  the  same  way,  nor  do  they  have  similar 
attitudes  toward  the  person  who  takes  his  own  life. 
Suicide  is  not  an  isolated  act,  therefore;  it  is  an 
option  and  style  of  implementation  demanded  of  a 
person  in  order  to  cope  with  alien  and  conflicting 
forces  within  his  psychosocial  field.  Whether  any 
person  who  is  concerned  with  suicide  can  also  limit 
his  interests  to  education  and  training,  research, 
delivery  of  services,  treatment,  or  so  forth,  is  highly 
doubtful.  He  must  inevitably  involve  himself  with 
general  problems  of  death,  dying,  bereavement,  and 
self-threatening  styles  of  life.  If,  through  the  delib- 
erations of  this  Committee,  we  can  encourage  our  co- 
workers to  understand  that  suicide,  organic  death, 
and  nonfatal,  but  self-inimical  acts  ought  to  be 
brought  together  in  a  comprehensive  theory,  then 
it  may  also  be  possible  to  see  that  suicide  is  a  context- 
related  response  to  a  specific  version  of  reality,  and 
not  an  aberrant  act  prepetrated  by  a  pathological 
person. 

Preliminary   Propositions 

A  theory  should  be  consistent,  coherent,  and  cred- 
ible. Theories  of  suicide  should  beware  lest  the 
person  we  study  becomes  dehumanized  in  the  process. 
There  are  generalizations  in  suicide  studies  which 
have  nothing  to  recommend  them  but  their  sim- 
plicity, and  we  are  also  aware  that  it  is  possible  to 
create  a  fictitious  person  out  of  demographic  data 
alone. 

The  reason  for  changing  the  term  "self-destructive 
behaviors"  to  "life-threatening  behavior"  is  itself  a 
summary  of  a  theory.  Nevertheless,  we  can  initiate 
deliberations  by  citing  four  preliminary  propositions: 

(1)  A  suicidal  person  is  someone  who  might  die  as 
a  result  of  his  own  action,  but  not  everyone 
who  might  die  because  of  his  own  action  is  a 
suicidal  person. 

(2)  Suicide  is  not  limited  to  specific  acts  or  to  specific 
intentions  to  die.  There  are  personal  and  psycho- 
social  dimensions   which   help   to   identify   the 
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nature  of  an  act,  and  there  are  field-forces  that 
influence  rescue  or,  for  that  matter,  the  person's 
repudiation  of  those  field-forces. 

(3)  There  are  only  two  ways  to  perish:  to  die  and 
to  endanger.  The  first  refers  to  terminality;  the 
second,  to  lethality. 

(4)  Life-threatening  behavior  consists  of  various 
forms  of  behavior.  It  means  that  life  can  be 
threatened  and  compromised  in  many  ways, 
short  of  death,  and  on  different  levels  of  ex- 
perience. 

Consensus  and  Controversy 

Theorists  try  to  exemplify  what  they  seek  in  theory: 
credibility,  consistency,  and  coherence — objectives 
that  are  not  easy  to  attain.  In  discussions  the  se- 
quence with  which  questions  are  considered  some- 
times discloses  an  inner  logic  that  intermittent 
sampling  of  details  may  fail  to  reveal. 

What  is  a  suicidal  act?  The  least  ambiguous  ele- 
ment in  suicide  study  is  the  distinction  between  the 
living  and  the  dead.  There  is  no  dispute  about  death, 
and  this  is  at  least  capable  of  being  measured.  Other 
than  this  basic  fact,  the  range  of  acts  that  can  be 
called  suicidal  is  highly  controversial.  We  are  unwill- 
ing to  limit  suicide  to  a  specific  act  initiated  in  order 
to  die;  there  are  too  many  examples  of  people  who 
let  themselves  die  by  passive  means,  or  who  bring 
about  death  through  reckless,  self-defeating  acts.  We 
agree  that  intention  and  motivation  are  deceptive 
criteria  to  decide  who  is  and  is  not  suicidal.  People 
often  deny  suicidal  intent  after  rescue,  although  ob- 
servers might  be  in  no  doubt  that  the  act  was  self- 
destructive. 

What  is  a  suicide  model?  If  there  are  specific 
lethal  personality  and  social  factors,  then  it  is  theo- 
retically possible  to  manipulate  these  factors  and  in- 
duce a  suicide.  Experimental  models  of  suicide,  as 
this  question  implies,  are  not  yet  available,  and  even 
in  experiments  of  nature,  as  in  epidemics,  death- 
camps,  and  holocausts,  suicide  is  not  the  invariable 
outcome. 

Although  we  know  a  good  deal  about  suicide,  much 
of  this  information  is  not  predictive,  and  factors 
which  are  measurable  may  not  be  the  most  relevant 
clues.  The  study  of  psychodynamics  has  not  dis- 
closed the  basic  rules  of  psychological  function  that 
enable  us  to  identify  suicidal  disposition. 

What  is  "self-destructive"  behavior?  The  opera- 
tional definition  of  suicide  is  that  someone  destroys 
himself  by  a  tangible  method.  However,  this  refers 
only  to  the  result,  not  to  the  antecedent  circum- 


stances and  conditions,  or  even  to  the  type  of  be- 
havior itself.  When  a  person  is  killed  trying  to 
achieve  a  specific  result,  known  best  to  himself,  it 
may  fulfill  none  of  the  criteria  for  suicide  or  self- 
destruction.  Some  suicide  attempts  are  excessive 
efforts  to  heal  oneself  of  an  inner  emptiness  or 
despair.  In  these  cases,  the  person  may  be  said  to  die 
of  the  side-effects  of  his  self-treatment. 

The  alternative  term,  life-threatening  behavior, 
does  not  require  the  investigator  to  make  assumptions 
about  intent  and  outcome.  It  is  a  qualitative  rubric, 
but  can  be  made  quantifiable  by  adding  "high-risk" 
or  "low-risk"  to  the  general  term.  In  this  way  we  can 
distinguish  conspicuous  life-threatening  behavior 
from  more  subtle  situations. 

Life-threatening  behavior  can  be  active  or  passive. 
A  person  who  ingests  poison  does  so  actively,  but  a 
patient  who  refuses  insulin  for  diabetes  is  threaten- 
ing his  life  no  less  than  the  former.  There  are  direct 
and  indirect  ways  of  threatening  life;  some  take 
place  by  unambiguous  acts  while  others  can  be  under- 
stood only  by  foretelling  consequences.  The  question 
of  whether  some  people  mean  to  commit  suicide,  or 
whether  they  have  a  reason  to  commit  suicide,  or  a 
right  to  do  so,  brings  up  the  question  of  justifying 
suicide  under  certain  circumstances.  These  are  ex- 
traneous considerations  for  suicide  theory,  just  as  we 
might  dispute  whether  a  psychotic  patient  who  muti- 
lates himself  intends  to  kill  himself  or  is  simply 
responding  to  inner  directives. 

What  is  meant  by  "appropriate"  death?  The  Com- 
mittee generally  agreed  that  suicide  should  be  pre- 
vented, but  the  issue  of  the  altruistic  suicide,  as  with 
martyrs,  heroes,  and  saints,  aroused  special  considera- 
tion. Furthermore,  is  it  appropriate  to  extinguish  a 
life  that  is,  for  practical  purposes,  already  over? 
Such  might  occur  with  people  who  are  aged,  ailing, 
and  alone,  yet  many  people  fitting  this  description 
cling  to  whatever  life  remains,  and  are  not  therefore 
suicidal. 

If  a  cancer  patient,  for  example,  can  be  helped  to 
accept  the  inevitable  and  to  prepare  for  death,  why 
is  this  not  an  option  for  a  potential  suicide?  At  what 
point  and  for  how  long  should  we  intervene  to 
prevent  death?  Who  should  decide  what  is  and  is  not 
appropriate?  The  Committee  considered  cultural 
taboos  and  rituals  surrounding  death  and  suicide.  In 
ancient  times,  it  was  appropriate  for  a  deposed  em- 
peror or  defeated  general  to  take  his  life.  At  the 
present  time,  however,  self-destruction  under  such 
circumstances  would  be  tantamount  to  guilt  and 
abasement,  not  an  act  designed  to  restore  honor. 
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Should  a  murderer  be  permitted  to  atone  for  his 
crime  by  suicide?  Would  self-murder  not  be  appro- 
priate? 

There  is  at  least  one  distinguishing  quality  be- 
tween a  so-called  rational  suicide  (if  there  is  such 
an  entity)  and  an  appropriate  death.  An  appropriate 
death  represents  the  positive  values  of  life  continued 
as  long  as  possible.  It  is  consistent  with  a  person's 
ego-ideal  and  self-image.  Suicide,  however,  is  sel- 
dom consistent  with  an  ego-ideal,  and  is  not  con- 
sidered characteristic  of  the  person's  self-image.  It 
is  an  act  of  despair,  at  least  in  our  cultural  context, 
not  an  act  intended  to  fulfill  responsible  objectives. 
An  appropriate  death  may  not  be  life-threatening, 
but  actually  life-enhancing,  while  suicide  is  always 
life-threatening,  even  if  society  ultimately  approves. 

Do  suicides  always  seek  death?  This  question  fol- 
lows upon  the  question  of  appropriate  death.  So- 
called  altruistic  deaths  may  not  occur  because  the 
person  sought  to  die,  only  because  he  was  willing 
to  die  if  necessary.  Furthermore,  altruistic  suicides 
may  be  miscalculated  masochism;  people  seek  to  in- 
fluence survivors,  to  punish  them,  to  demand  a  trib- 
ute for  suffering,  and,  as  in  other  forms  of  maso- 
chism, these  suicides  contain  seeds  of  an  ultimate 
triumph.  Lethality  means  the  disposition  to  destroy 
or  to  be  destroyed;  this  need  not  be  equivalent  to 
willingness  to  accept  extinction,  a  thought  closer 
to  that  of  terminality.  Some  suicides  seek  death  and 
want  to  die  unequivocally,  repudiating  help.  Others 
seem  to  seek  some  mitigated  and  qualified  form  of 
survival.  We  agreed  that  the  outcome  of  suicide  can- 
not be  construed  from  the  behavior  itself,  and  that 
the  interpretation  given  to  a  life-threatening  act  need 
not  conform  with  the  victim's  phantasy. 

What  is  considered  the  characteristic  "emotion" 
of  a  suicide?  Although  depression  is  common  at  the 
time  of  a  suicide  attempt,  many  deeply  depressed 
patients  do  not  try  to  kill  themselves.  People  may 
feel  guilty,  anxious,  angry,  or  even  exalted  prior 
to  an  attempt,  so  that  the  specific  affect  eludes  our 
formulation.  However,  the  predominant  emotion 
may  be  that  associated  with  whatever  prompts  the 
person  to  endanger  himself  in  other  connections. 
We  agreed  that  if  there  is  a  common  emotion  in 
suicide,  it  is  hopelessness.  It  is  diminished  self-esteem 
that  determines  hopelessness,  not  realistic  consider- 
ations, although  they  are  by  no  means  exclusive  of 
each  other.  The  factors  that  diminish  self-esteem 
and  diminish  alternative  actions  may  be  serious  ill- 
ness,  emotional  conflicts,   loss  of  significant   others, 


shame,   disgrace,  guilt,   and   the  impoverishment   of 
life  itself. 

What  constitutes  a  "good"  theory  of  suicide?  The 
difference  between  a  good  theory  and  a  bad  one  is 
that  a  good  theory  satisfies  its  criteria  more  effec- 
tively. Even  so,  clinicians  might  find  some  theories 
better  than  researchers  would,  simply  because  they 
use  theories  for  different  purposes.  The  Committee 
found  it  useful  to  "brainstorm"  this  particular  ques- 
tion. Among  the  characteristics  of  a  good  theory 
were  the  following:  it  should  account  for  life-threat- 
ening behavior  of  all  kinds;  it  should  be  open-ended 
and  allow  for  false  cases;  it  should  explain  lethal 
behavior,  both  in  context  and  content;  and  it  should 
enable  investigators  to  predict  and  to  prevent  sui- 
cide. It  should  amplify  our  resources  and  concepts 
for  understanding  and  helping,  and,  when  applied 
correctly,  should  change  for  the  better  the  behavior 
of  the  suicidal  person,  the  person  in  despair.  Overall, 
a  good  theory  should  be  relevant  to  the  central  issue 
of  death  and  deadly  behavior. 

There  was  consensus  about  putting  primary  em- 
phasis upon  the  suicidal  person  himself.  We  also 
realized  that  special  circumstances  and  unique  ex- 
perience could  precipitate  lethal  or  terminal  be- 
havior. The  role  of  significant  key  others  deserves 
more  specific  study,  since  other  people  can  both 
prevent  and  prod  a  person  into  life-threatening  be- 
havior. We  spoke  also  about  the  significance  of 
emotional  disenfranchisement  in  suicide  and  life- 
threatening  behavior,  and  by  extending  the  meta- 
phor, compared  the  fear  of  death  with  fear  of  bank- 
ruptcy. 

Despite  our  concurrence  about  lethal  situations, 
we  recognized  that  a  person  might  attempt  suicide 
in  one  pathological  situation,  but  at  other  times, 
with  no  perceptible  change  in  the  circumstances,  he 
would  not  seek  to  destroy  himself.  How  can  we  ex- 
plain fluctuating  degrees  of  lethality?  Suicidal  be- 
havior can  occur  in  special  groups  of  people,  under 
similar  situations,  and  according  to  distinct  syn- 
dromes. Even  families  display  suicidal  trends.  There- 
fore, we  asked  if  suicide  and  life-threatening  be- 
havior could  be  taught  to  another  person,  as  well 
as  inflicted  upon  him,  just  as  other  types  of  behavior 
follow  an  implicit  model. 

As  the  discussion  drew  to  a  close,  we  returned 
to  our  earlier  questions,  but  from  another  viewpoint. 
Why  do  human  beings  kill  one  another?  The  gen- 
eral problem  of  violence  and  guilt,  killing  and  be- 
ing killed,  brought  up  considerable  differences  among 
us.   Is  violence   an   innate   force   or   a   learned   be- 
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havior?  When  we  kill  each  other,  is  just  as  relevant 
a  question  as  when  we  kill  ourselves.  Cross-cultural 
and  sociological  studies  of  subgroups  and  cultures 
demonstrate  different  values,  rituals,  and  attitudes 
toward  death.  The  Committee  discussed  a  model 
continuum  between  reverence  for  life  and  life-threat- 
ening behavior.  Certain  societies  have  institutional- 
ized risk-taking  in  rites  of  passage  from  one  social 
role  to  another.  As  a  result,  an  individual  who  passes 
the  test  advances  himself.  It  was  also  pointed  out 
that  there  are  many  dialectic  opposites  in  the  inter- 
vening states  between  reverence  for  life  and  life- 
threatening  behavior.  For  example,  polymorphous 
perversity  is  an  orientation  which  affirms  the  indi- 
vidual in  a  sense,  but  also  alienates  him  from  so- 
ciety. Terminality  and  lethality,  other  members 
stated,  are  compromises  between  alienation  and  affili- 
ation within  the  special  group. 

It  was  proposed  that  we  need  a  new  Archimedian 
point  for  assessing  suicide  and  death.  One  committee 
member  suggested  that  a  society's  theory  of  death 
and  deadly  behavior  determines  its  attiude  toward 
suicide.  Typically,  in  our  society,  suicides  have  a 
diminished  to  absent  role  with  respect  to  others. 
The  changes  in  relationship  to  others  induced  by 
suicide  may  create  life-long  guilt.  A  true  scale  of 
lethality  would  probably  call  upon  the  basic  values 
of  the  society  in  which  suicide  occurs. 

The  idea  that  some  suicides,  like  other  forms  of 
deviation,  may  be  necessary,  albeit  regretable  ele- 
ments in  society,  was  discussed.  Alienation  is  per- 
haps an  unavoidable  result  of  human  interaction  and 
the  structure  of  society.  Illegitimacy,  poverty,  and 
crime  were  cited  as  other  examples  of  forces  and 
factors  that  may  be  essential  to  the  well-being  of  the 
group. 

Automobile  accidents  as  an  expression  of  life- 
threatening  behavior  were  discussed.  In  this  connec- 
tion, the  Committee  felt  that  nonsuicidal  life-threat- 
ening behavior  of  many  kinds  might  be  judged  ac- 
cording to  the  prevailing  value  system  of  the  cul- 
ture and  according  to  that  society's  implicit  theory 
of  death.  For  example,  in  our  society,  death  is  al- 
most always  considered  a  mistake;  whenever  it  oc- 
curs, it  is  thought  to  be  premature,  unnecessary,  and 
associated  with  obligatory  suffering. 

On  the  basis  of  these  foregoing  problems,  the 
Committee  noted  again  that  because  we  impose  our 
own  values,  criteria,  and  motivations  into  inferences 
about  reasons  for  suicide,  explanations  are  tanta- 
mount to  justification  for  suicide.  Consequently,  even 
though  the  world's  opinion  of  a  person  is  not  the 


same  as  his  self-image,  defective  social  and  self- 
esteem  may  inflict  a  fatal  narcissistic  injury,  and  be 
the  instigating  factor  for  suicide.  The  major  prob- 
lem for  the  suicidal,  terminal,  and  healthy  person 
is  how  to  survive  with  significance.  This  often  de- 
pends upon  how  we  define  our  relations  with  others, 
and  how  we  imagine  that  they  esteem  us. 

SUMMARY 

Suicide,  death,  and  life-threatening  behavior  are 
relevant  to  all  human  conduct;  consequently,  any 
summarizing  statements  are  bound  to  condense,  to 
omit,  to  distort,  and,  inevitably,  to  misrepresent  the 
richness  of  discussion. 

The  topics  considered  by  the  Committee  can, 
however,  be  divided  into  four  groups:  (1)  methods 
of  assessment,  (2)  concepts  and  clasification,  (3) 
theories  of  suicide  and  death,  and  (4)  applications 
and  extensions.  Despite  the  free-wheeling  interchange 
that  at  times  seemed  amorphous,  there  was  a  logical 
sequence  from  start  to  conclusion,  beginning  with 
how  to  assess  suicide  and  life-threatening  behavior 
and  ending  with  applications  of  theory  and  feasible 
extensions  for  future  work. 

More  succinctly,  we  concurred  that  the  dispute 
about  what  is  and  is  not  "suicide"  should  be  changed 
to  what  is  and  is  not  life-threatening  behavior. 
Qualifying  terms  such  as  high-risk,  low-rescue,  ac- 
tive, pas-ive,  and  so  forth,  might  sharpen  our  judg- 
ments and  even  permit  measurement.  Although  in- 
tent and  ideation  are  elusive  components  of  suicide, 
we  cannot  afford  to  exclude  them  entirely  from  any 
method  of  assessment. 

Demography  is  easier  to  determine  than  are  psycho- 
dynamic  factors.  However,  demographic  data  may 
not  be  relevant  to  the  ultimate  individual  decision  to 
commit  suicide.  Cross-sectional  studies  of  patients 
usually  provide  too  brief  a  sample  of  a  person's 
characteristic  behavior,  and  should  be  supplemented 
by  longitudinal  studies.  Many  groups  regard  suicide 
as  something  shameful,  and  not  a  problem;  they  con- 
ceal suicides,  as  well  as  their  reasons  for  conceal- 
ment. Nevertheless,  these  reasons  may  actually  con- 
tribute to  suicide  rather  than  to  preventing  it.  In 
any  case,  theory  has  its  practical  side:  theories  of 
suicide  should  include  many  other  kinds  of  aberrant 
behaviors,  especially  those  related  to  violence  and 
aggression.  Just  as  certain  subgroups  sanction  vio- 
lence, there  may  be  specific  environments  that  foster 
suicide.  These  key  environments  could,  conceivably, 
be  coded. 
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A  "good"  theory  of  suicide  should  be  able  to  offer 
the  following: 

Explanation  for  suicide,  including  the  content  of  sui- 
cidal thinking  and  behavior,  the  contexts  of  suicide, 
the  meaning  of  the  concepts  to  be  used,  and  a  basis 
for  assuming  credibility. 

Prediction  of  suicidal  behavior.  We  discussed  whether 
suicide  can  actually  be  predicted  with  any  degree  of 
confidence,  or  if  prediction  is  merely  disguised 
prophecy. 

Prevention  of  life-threatening  behavior.  In  the  ab- 
sence of  complete  understanding  of  dynamic  and 


personality  elements,  how  effective  are  efforts  to 
prevent  suicide  and  life-threatening  behavior?  Demo- 
graphic and  diagnostic  clues  may  not  be  precise 
enough  to  allow  us  to  understand  the  problem  case. 

Information-gathering.  A  good  theory  provides  a 
structure  for  processing  different  kinds  of  informa- 
tion, and  does  not  automatically  eliminate  some  data 
because  no  provision  has  been  conceptualized  for 
them. 

Behavior  change.  Good  theory  leads  to  good  oper- 
ations, and  these,  in  turn,  improve  the  entire  scope 
of  interaction  with  a  person  who  threatens  his 
own  life. 
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Chapter  IV. 
Education  and  Training  in  Suicidology  for  the  Seventies 

Ronald  W.  Maris,  Ph.D.,  Chairman 

Theodore  L.  Dorpat,  Berkley  C.  Hathorne,  Sam  M.  Heilig, 
W,  James  Powell,  Howard  Stone,  Henry  P.  Ward 


There  are  many  variations  on  an  old  anecdote 
of  medical  education  in  which  a  lecturer  in  anatomy 
says  something  like — "The  thymus  gland;  nothing  is 
known  about  the  thymus  gland" — and  moves  on  to 
another  subject.  Given  the  aborningness  of  the  pro- 
fession,2 there  is  admittedly  similar  confusion  in  sui- 
cidology. Put  succintly,  the  nub  of  the  problem  is 
how  can  we  make  one  (viz.,  a  suicidologist),  if  we 
do  not  know  what  one  is  or  does?  To  further  com- 
plicate matters,  many  of  the  training  materials  in 
suicide  prevention  exist  only  in  local  oral  tradi- 
tions; i.e.,  they  have  not  been  codified.  However, 
while  the  task  of  the  educator  in  suicidology  is  diffi- 
cult, we  believe  there  are  no  grounds  for  futility  or 
nihilism.  The  present  malaise  is  both  natural  and 
healthy.  To  be  disoriented  in  the  face  of  rapid  his- 
torical growth  is  common,  perhaps  even  necessary. 
The  primary  objective  of  this  report  is  to  take  in 
"suicidology"  and  to  give  shape,  form,  and  priorities 
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assistance  of  several  noncommittee  members  in  the  prepara- 
tion of  this  report,  with  the  traditional  reminder  that  they 
are  not  responsible  for  the  Committee's  position  as  a  whole. 
Special  thanks  go  to  Seymour  Perlin,  M.D.,  and  Chester  W. 
Schmidt,  Jr.,  M.D.,  who  wrote  the  section  on  the  Johns 
Hopkins  Suicidology  Fellowship  Training  Program;  to  Sam 
M.  Heilig,  M.S.W.,  who  prepared  the  section  on  training 
nonprofessionals  in  suicide  prevention;  and  to  Berkley  C. 
Hathorne,  Th.D.,  of  the  Center  for  Studies  of  Suicide  Pre- 
vention^ who  was  an  active  ex  officio  contributor  to  the  en- 
tire position  paper.  Valuable  suggestions  were  also  received 
from  Mrs.  Nancy  Allen,  M.P.H.,  Gene  Brockopp,  Ph.D., 
James  Diggory,  Ph.D.,  Richard  Kalish,  Ph.D.,  Richard  Mc- 
Gee,  Ph.D.,  Ronald  Mintz,  M.D.,  and  H.  L.  P.  Resnik,  M.D. 

'The  National  Institute  of  Mental  Health's  Center  for 
Studies  of  Suicide  Prevention  was  founded  in  1966;  the 
Bulletin  of  Suicidology  originated  in  1967;  and  the  Ameri- 
can Association  of  Suicidology  was  established  in  1968. 


to  alternative  plans  to  create,  disseminate,  and  apply 
it. 

To  this  end,  we  make  four  primary  recommenda- 
tions: 

First,  to  acknowledge  that  there  is  a  great  deal 
we  already  know  about  suicide  and  suicide  preven- 
tion. A  recent  bibliography  prepared  by  Dr.  Norman 
L.  Farberow  for  the  National  Institute  of  Mental 
Health  lists  some  1,267  separate  items  (35,  cf.  44, 
58).  Somewhere  between  150  and  200  suicide  pre- 
vention centers  are  in  operation  in  the  United 
States — some  for  over  ten  years  (61).  It  should  be 
obvious  that  we  are  far  from  a  state  of  ignorance 
in  suicidology.  A  concerted  effort  should  be  mounted 
to  develop  imaginative  dissemination  programs  for 
this  "core  knowledge." 

Second,  existing  suicide  prevention  centers  should 
be  modified  along  the  lines  of  national  decentraliza- 
tion and  regional  centralization  with  affiliated  satel- 
lite centers.  Funds  permitting,  it  is  recommended  that 
a  comprehensive  suicide  prevention  center  affiliated 
with  a  university  be  recognized  or  established  and 
developed  within  each  of  the  ten  national  mental 
health  regions  and  that  these  ten  comprehensive  sui- 
cide prevention  centers  function  as  education  and 
training  centers  and  consulting  agencies  for  all  other 
suicide  prevention  centers  and  suicidology  or  crisis 
programs  within  their  regions. 

Third,  education  and  training  needs  in  suicidol- 
ogy vary  immensely.  Nonprofessionals,  paraprofes- 
sionals,  and  professionals  with  diverse  prior  training 
and  disciplines  deserve  and  will  demand  training  in 
suicide  prevention.  Thus,  the  "core  knowledge"  of 
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suicidology  and  the  programs  of  the  comprehensive 
suicide  prevention  centers  will  need  to  be  equally 
diversified  to  meet  their  training  needs.  It  is  recom- 
mended that  training  programs  be  developed  on  three 
broad  levels  to  accommodate  three  basic  subgroup 
needs.  Roughly,  level  A  would  include  the  DIS- 
COVERS or  CREATORS,  suicidologists  with  a 
career  commitment  to  the  study  of  suicide  and/or 
suicide  prevention.  Level  B  would  include  the  DIS- 
SEMINATORS, those  who  make  public  and  effica- 
cious the  products  of  level  A.  Finally,  level  C  would 
include  the  GATEKEEPERS,  who  actually  inter- 
act with  the  bulk  of  the  suicidal  patients  and,  thus, 
apply  the  level  A  products. 

Fourth,  federal  financial  support  for  these  three 
levels  of  trainees  over  the  decade  of  the  seventies 
should  be: 

Level  A—  50% 

Level  B—  25% 

Level  C—  25% 
100% 
Of  all  the  monies  available  for  studies  of  suicide  and 
suicide  prevention,  the  Committee  recommends: 

40%  for  Research 

35%  for  Education  and  Training 

25%  for  Treatment  and  Service 
Thus,  level  A  trainees  would  get  18  percent 
(.50  x  .35),  level  B  trainees  8.5  percent  (.25  x  .35), 
and  level  C  trainees  8.5  percent  of  the  total  fed- 
eral suicidology  resources,  if  our  recommendations 
are  implemented. 

In  what  follows,  the  first  three  recommendations 
will  be  elaborated  and  specified  in  relation  to  levels 
A-,  B-,  and  G-type  trainees.  For  example,  in  addi- 
tion to  outlining  the  core  knowledge  of  suicidology, 
we  will  also  discuss  what  the  internist,  policeman, 
clinical  psychologist,  telephone  volunteer,  nurse,  etc., 
ought  to  know  about  suicide  prevention,  what  pro- 
grams might  best  provide  this  training,  and  where 
and  when  trainees  might  be  educated.  We  will  at- 
tempt to  be  concrete  and  concise  in  our  recom- 
mendations and  at  the  same  time  offer  alternative 
proposals. 

A.  TRAINING  THE  CREATORS  OF  SUICIDOLOGY 
One  of  the  clear  lessons  of  the  past  decade  is 
that  we  cannot  convincingly  promote  the  science  of 
suicidology  or  treat  suicidal  patients  without  the 
basic  data  and  teaching  materials  which  are  a  pre- 
requisite for  any  science.  Understandably,  because 
of  the  demands  of  suicidal  patients  for  treatment, 
we  have  been  anxious  to  plunge  ahead  and  institute 
crisis  services.  Unfortunately,  we  have  witnessed  the 


proliferation  of  suicide  prevention  programs  for  the 
most  part  divorced  from  evaluation  and  basic  re- 
search. This  committee  believes  that  suicide  preven- 
tion and  basic  research  in  suicidology  must  proceed 
hand  in  hand.  Without  basic  research,  suicidology 
will  degenerate  into  a  superficial,  substantiveless 
pseudo-science.  There  is  a  latent  rift  in  suicidology 
between  "data-oriented"  suicidologists  (usually  aca- 
demic types)  and  "people-oriented"  suicidologists 
(usually  types  emphasizing  practical  wisdom).  The 
needs  of  suicide  prevention  personnel  to  help  are 
not  always  isomorphic  with  the  needs  of  individ- 
uals in  crisis.  There  is  evidence  that  we  know  very 
little  of  ihe  subjective  motivations  and  the  psycho- 
social development  of  completed  suicides  (58,  pp. 
74-124  and  209-226).  The  will  to  prevent  suicide 
is  obviously  not  sufficient;  it  must  be  accompanied 
by  appropriate  skills  and  knowledge.  For  example, 
it  is  undeniable  by  now  that  suicide  prevention  cen- 
ters, crisis  centers,  and  hospital  emergency  rooms  as 
they  are  presently  conceived  tend  not  to  contact  the 
potential  completed  suicide,  nor  manage  adequately 
the  high-lethality  individuals  who  are  contacted 
(83,  95). 

Accordingly,  this  Committee  recommends  that  a 
disproportionate  emphasis  (as  specified  above)  be 
given  to  educating  level  A-type  trainees  over  the 
ensuing  decade.  Let  us  attempt  to  elaborate  who 
fits  into  the  DISCOVERER/CREATOR  category. 
The  basic  qualification  is  that  the  individual  make  a 
career  commitment  to  the  study  and  control  of  sui- 
cide, regardless  of  his  profession.  Trainees  on  level 
A  will  tend  to  be  professionals  with  previously  dem- 
onstrated competence  in  an  area  of  their  choice. 
Level  A  cuts  across  the  clinician-researcher  dichot- 
omy. As  a  matter  of  fact  the  Committee  conceives 
of  four  subcategories  of  level  A  trainees: 

1.  Clinical  and  "Pure"  Researchers 

2.  Treatment  Specialists 

3.  Education  and  Training  Specialists 

4.  Administrators,  Community  Organizers,  and 
Deliverers  of  Service 

While  the  consensus  was  that  category  Al  had  the 
highest  priority  among  the  DISCOVERER  types, 
we  do  not  wish  to  overlook  the  need  for  suicidolo- 
gists in  other  categories.  The  sine  qua  nqn  of  the 
level  A  trainee  is  a  career  commitment  to  suicidol- 
ogy of  a  previously  trained  professional  coupled  with 
suicidology  training  (to  be  specified  below).  Given 
these  qualifications,  it  is  assumed  that  level  A  train- 
ees would  become  pacemakers  and  trendsetters  in 
their  elected  subspeciality. 
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Looking  for  a  moment  at  the  listing  below  of 
most  current  suicide  prevention  personnel  types,  the 
most  logical  candidates  for  level  A  training  would 
be  the  physicians  and  behavioral  scientists,  and  per- 
haps some  social  workers,  nurses,  clergymen,  artists, 
and  businessmen.  We  believe  that  junior  people  (ages 
21-35)  ought  to  be  recruited  particularly,  because 
of  the  greater  expected  return  on  the  training  in- 
vestment and  their  greater  malleability.  More  em- 
phasis ought  to  be  given  to  securing  "indigenous" 
trainees;  e.g.,  ghetto  Blacks  and  American  Indians 
raised  on  reservations — just  to  mention  two  espe- 
cially important  categories.  It  is  also  felt  that  level 
A  trainees  should  include  the  "senior  fellow"  cate- 
gory. It  would  be  wise  to  institute  a  Center  for  the 
Advanced  Study  of  Suicidology  in  which  a  com- 
munity of  accomplished  physicians  and  scientists 
would  be  subsidized  for  a  year  or  two  to  pursue 
independent  research  projects  resulting  in  mono- 
graphs, articles,  and  textbooks  on  suicide.  To  over- 
come professional  isolation  and  to  stimulate  an  ex- 
change of  ideas,  this  group  should  form  an  actual 
community,  working  together  in  the  same  place  for 
at  least  a  part  of  the  fellowship  year.  Both  the  senior 
and  junior  A-level  trainees  should  be  given  consider- 
able autonomy  with  a  minimum  of  prescribed  duties. 
Placement  of  the  level  A  trainees  upon  completion 
of  training  should  be  given  careful  attention.  One 
obvious  market  for  the  level  A  trainees  would  be  the 
ten  comprehensive  suicide  prevention  centers.  For  the 
next  few  years,  classes  of  ten  junior  trainees  would  be 
advised.  Whatever  their  placement,  the  committee 
feels  strongly  that  much  more  effort  should  be  made  to 
place  level  A  trainees  in  positions  of  power;  i.e.,  a 
strategic  market  should  be  created.  It  would  proba- 
bly be  an  underutilization  of  training  simply  to  have 
level  A  trainees  become  directors  of  local  suicide 
prevention  centers. 

List  of  Suicide  Prevention  Personnel  Types 

1.  Physicians — general  practitioners,  internists,  med- 

ical examiners/coroners,  psychiatrists  (pri- 
vate practice,  university  and  hospital  staff) , 
poison  control  directors,  etc. 

2.  Behavioral  Scientists  (pure  and  applied) — psy- 

chologists, sociologists,  anthropologists,  po- 
litical scientists,  historians,  mathematicians 
(including  systems  analysts  and  computer 
technologists),  hybrids  (e.g.,  M.D.-Ph.D., 
M.P.H.,  etc.),  etc. 

3.  Social  Workers — Social  Security  workers,  com- 

munity mental  health  workers,  child  wel- 


fare workers,  alcoholism  workers  and  AA, 
drug  abuse  workers  and  Synanon,  suicide 
prevention  workers,  etc. 

4.  Nurses — hospital   staff    (especially  care  of  ter- 

minal illness  patients),  nursing  home  staff, 
professors  in  nursing  schools,  emergency 
room  personnel,  etc. 

5.  Clergymen — pastoral  counselors,  etc. 

6.  Policemen — squad-car  patrols,  detectives,  homi- 

cide squads,  sheriffs,  prison  guards,  parole 
and  probation  officers,  vice-squad  officers, 
etc. 

7.  Volunteers — suicide  prevention   center  workers 

(especially  telephone  volunteers  and  lay 
therapists),  community  mental  health  vol- 
unteers, etc. 

8.  Mental  Health  Trainees  and  Technicians 

9.  Artists — novelists,  playwrights,  actors,  musicians, 

architects  and  city  planners,  film  produc- 
ers, painters,  etc. 

10.  Lawyers — especially  those  in  criminal  law. 

11.  Teachers — elementary  and  high  school  (includ- 

ing counselors),  junior  college  and  univer- 
sity professors  in  general,  rehabilitation 
workers,  etc. 

12.  Newsmen — including  television  "talk  show"  mod- 

erators. 

13.  Students — especially    medical,    nursing,     social 

work,  and  social  science  students 

14.  Businessmen    and    Industrialists — factory    fore- 

men, insurance  company  statisticians,  in- 
dustrial psychologists,  philanthropists,  ex- 
ecutives, etc. 

15.  Special   Categories — bartenders,   skid-row  hotel 

managers,  rural  mailmen,  ambulance  driv- 
ers, forest  rangers,  race  relations  workers, 
etc. 

1.    The  "Core  Knowledge"  for  Suicidology 
Trainees  8 

It  is  possible  and  desirable  to  envisage  a  general 


3  The  Center  for  Studies  of  Suicide  Prevention,  NIMH, 
has  developed  a  complete  Multimedia  Instructional  Sys- 
tem in  Suicide  Studies  and  Crisis  Intervention.  This 
comprehensive  instructional  system  includes  an  automated 
selection  of  appropriate  topical  elements  for  an  individualized 
curriculum;  a  computerized  selection  of  didactic  elements 
and  bibliographic  references  by  discipline;  automated  selec- 
tion of  adjunctive  materials  such  as  programmed  instruction 
films  and  audio  tapes  for  interviewing  and  assessing  suicidal 
persons;  guidelines  for  the  use  of  psychodrama  and  drama 
in  clinical  instruction  and  patient  management  and  inter- 
action strategy  problems  for  clinical  measurement ;  and"  pro- 
grammed testing  and  evaluation  procedures,  instruments  and 
schedules.  For  information,  write  to:  Instructional  System  in 
Suicide  Studies,  Charles  Press,  16  East  52nd  Street,  New 
York,  New  York  10022. 
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training  program  or  core  knowledge  in  suicidology 
regardless  of  the  trainee's  special  interests.  The  five 
core  areas,  to  be  outlined  below,  simply  reflect  an 
axiom  of  all  education,  viz.,  that  the  student  must 
learn  the  basic  theory  and  methods  of  his  subject 
and  have  as  much  experience  as  possible  in  apply- 
ing these  principles.  This  core  knowledge  should 
be  a  minimum  requirement  for  certifying  a  trainee 
as  a  'suicidologist"  and  is  especially  recommended 
for  all  level  A  trainees.  As  will  be  discussed  below, 
level  B-  and  C-type  trainees  need  not  be  suicidolo- 
gists,  nor  be  expected  to  be  competent  in  all  five 
areas.  For  them  a  focus  on  one  or  two  areas  of  train- 
ing suffices.  Indeed  there  is  the  phenomenon  of 
"trained  incapacity"  (Veblen)  or  "occupational  psy- 
chosis" (Dewey),  in  which  the  trainee  is  unable  to 
accomplish  a  limited,  specific  task  (such  as  answer- 
ing the  telephone  in  a  suicide  prevention  center) 
because  he  is  overtrained  and,  thus,  feels  that  he 
deserves   a   more   responsible   position. 

We  feel  the  core  knowledge  in  suicidology  can  be 
divided  into  five  basic  areas: 

a.  Behavioral  Science  Methodology 

b.  Crisis  Management 

c.  Theories  of  Suicide 

d.  The  Completed  Suicide 

e.  Special  Topics 

a.  Behavioral  Science  Methodology.  Clinical  and 
basic  research  methodology  is  one  of  the  most  neg- 
lected areas  in  suicidology  training.  Perhaps  this 
accounts  in  part  for  the  bulk  of  trivial  descriptive 
statistics  which  saturates  publications  in  the  field.  Of 
the  one  hundred  and  fifty-two  items  in  the  bibliog- 
raphy of  this  report  which  is  fairly  representative  of 
suicidology  bibliographies  in  general,  only  five  deal 
specifically  with  research  methodology  (4,  28,  32,  55, 
104) — although  other  items  do  use  research  meth- 
ods in  presenting  data.  We  feel  that  level  A  trainees 
need  to  acquire  fundamental  methodological  skills  for 
evaluating  patients,  analyzing  official  records  (e.g., 
death  certificates  and  coroner's  inquest  records)  and 
interview  data,  and  for  evaluating  the  crisis  center  as 
an  organization.  This  area  of  training  includes  re- 
search design,  elementary  statistics,  epidemiology, 
psychological  testing,  the  logic  of  scientific  explana- 
tion and  the  philosophy  of  science,  data-process- 
ing, the  use  of  the  computer  (including  the  tele- 
type), and  perhaps  beginning  computer  program- 
ming. Trainees  should  have  already  had  this  train- 
ing before  entering  the  suicidology  program  or  else 
make  it  up  during  the  training  year.  Given  the  tech- 


nical skills  required  to  teach  this  information,  it  is 
anticipated  that  most  training  in  this  area  would 
take  place  in  existing  departments  of  behavioral  sci- 
ence, statistics,  psychology,  sociology,  etc.  One  should 
not  underestimate  what  can  be  learned  de  novo  with 
a  year's  concentrated  effort.  Where  such  method- 
ological training  is  not  available  (and  here  the  ra- 
tionale of  having  university-affiliated  suicide  preven- 
tion centers  becomes  apparent),  we  sugest  the  fol- 
lowing readings: 

i.  Hubert  M.  Blalock,  Social  Statistics  (Mc- 
Graw-Hill,  1960) 

ii.  Sidney    Siegel,    Nonparametric    Statistics 
McGraw-Hill,   1956) 

iii.  Clair  Selltiz,  et  al.,  Research  Methods  in 
Social  Relations  (Holt,  Rinehart  &  Win- 
ston,  1951) 

iv.  James  A.  Davis,  Elementary  Survey  An- 
alysis  ( forthcoming ) 

v.  John  G.  Kemeny  and  Thomas  E.  Kurtz, 
Basic  Programming   (Wiley,   1968) 

b.  Crisis  Management.  Here  our  training  is  on 
much  more  solid  ground.  Trainees  should  have 
supervised  experience  managing  suicidal  patients  on 
the  telephone — both  day  and  night-watch  (41,  85, 
121).  Selected  callers  should  be  seen  face-to-face 
either  in  a  suicide  prevention  clinic  or  in  the 
caller's  home.  Psychiatrists,  psychologists,  social  work- 
ers, and  psychiatric  nurses  should  provide  clinical  su- 
pervision. Trainees  should  read  and  become  familiar 
with  the  literature  on  depression,  grief,  crisis,  sepa- 
ration and  mourning — for  example,  by  Bowlby  (16), 
Lindemann  (78),  Rappoport  (116),  Tyhurst  (138), 
Wolfenstein  (147),  and  others  (see  "Theories  of 
Suicide,"  infra).  Periodically  (once  a  week  is  sug- 
gested), trainees  and  staff  should  convene  to  con- 
sider the  on-going  treatment  and  management  of 
individual  cases  (11,  80,  117).  Sometimes  group 
therapy  with  suicidal  patients  is  advised  (36).  Al- 
though most  relevant  for  level  B  trainees,  every 
level  A  trainee  should  be  familiar  with  the  clinical 
materials  in  the  Basic  Library  on  Suicidology  (8). 
Also  of  particular  relevance  in  this  area  of  train- 
ing are  Farberow's  paper  on  training  in  suicide  pre- 
vention (39),  Farberow,  Heilig,  and  Litman's  Train- 
ing Manual  for  Telephone  Evaluation  and  Manage- 
ment of  Suicidal  Crises  (41),  and  Litman  and  Kra- 
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mer's  paper  on  hypnotics  used  in  suicide  attempts 
(86)." 

Many  level  A  trainees  will  never  see  another  sui- 
cidal individual  after  their  training  experience.  Thus, 
clinical  supervision  becomes  an  indispensable  part  of 
their  preparation.  Still,  level  A  trainees  are  not  be- 
ing trained  to  be  GATEKEEPERS.  The  primary 
goals  of  clinical  experience  for  this  group  are: 

i.  To  encourage  clinically  relevant  research 
ii.  to  realize  that  just  being  a  physician  or 

psychiatrist  does  not  automatically  make 

one  a  suicidologist 
iii.  to  prepare  suicidologists  who  will  be  able 

to  educate  level  B  trainees 
iv.  to  guarantee  total  exposure  to  suicidology 

c.  Theories  of  Suicide.  In  ordinary  language, 
"theory"  usually  means  thinking  about  a  subject  as 
opposed  to  doing  research  on  it.  It  is  in  this  loose 
connotation  that  the  phrase  "theories  of  suicide"  is 
intended.  Thus,  theory  here  ranges  from  discussing 
descriptive  statistics  or  the  demography  of  suicide 
(14,  30,  31,  58,  64,  75,  92,  107,  112,  128,  141,  144, 
and  146),  all  the  way  to  explanatory  schema  with 
tightly  reasoned  arguments  buttressed  by  empirical 
research  or  case  histories  (32,  38,  44,  57,  58,  60, 
65,  66,  71,  82,  91,  100,  117,  118,  124,  128,  and  149). 
As  a  prolegomena  to  substantive  theories  of  suicide, 
some  attention  should  be  given  to  definitions  of  sui- 
cide, concept  formation,  hypothesis  construction,  ty- 
pologies of  suicide,  and  inductive  and  deductive  ex- 
planatory systems  of  suicide  as  evidenced  in  the 
pioneering  work  of  Edwin  S.  Shneidman  (44,  pp. 
124—126,  128)  and  most  recently  in  the  report  of 
Aaron  T.  Beck's  Committee  on  Nomenclature  and 
Classification  (Chapter  II). 

Substantively,  the  level  A  trainee  should  study 
in  depth  the  pertinent  psychiatric,  psychological,  and 
sociological  theories  of  suicide.  To  give  a  token  illus- 
tration— in  addition  to  the  psychiatric  studies  already 
cited,  suicidologists  should  be  familiar  with  Freud's 
"Mourning  and  Melancholia"  (57,  cf.  82),  Edward 
Bibring's  "The  Mechanism  of  Depression"  (12), 
Walter  Bonime's  "The  Psychodynamics  of  Neurotic 
Depression"  (15),  Aaron  Beck's  monograph  Depres- 
sion (9),  Arnold  Lazarus'  paper  "Learning  Theory 
and  the  Treatment  of  Depression"  (73),  Lorraine 
D.  Siggins  on  "Neurotic  Aggression"    (130),  Rene 


A.  Spitz's  "Anaclitic  Depression"  (131),  and  Eliz- 
abeth R.  Zetzel's  work  "Depression  and  the  In- 
capacity to  Bear  It"  (152) — just  to  mention  a  few 
important  readings.  Similar  syllabi  for  courses  in 
the  psychology  and  sociology  of  suicide  are  pre- 
sented in  detail  in  Appendices  A  and  B. 

d.  The  Completed  Suicide.  Investigation  of  equiv- 
ocal deaths  to  determine  their  mode  is  another  neg- 
lected dimension  in  level  A  training.  Since  there  are 
significant  differences  between  attempted  and  com- 
pleted suicides  (30,  44,  95,  133),  would-be  suicid- 
ologists must  work  through  the  medical  examiner  or 
coroner's  office  and  reconstruct  the  life-histories  and 
situational  components  of  actual  suicides — not  just 
clients  seen  at  a  suicide  prevention  center.  The  pri- 
mary tool  for  this  training  is  the  "psychological  au- 
topsy" (25,  126),  which  should  involve  administer- 
ing psychological  inventories  and  survey  schedules 
to  the  suicide's  family,  friends,  and  professional  asso- 
ciates, as  well  as  a  narrative  reconstruction  of  the 
highlights  of  the  suicide's  history.  Cases  should  be 
worked  up,  presented,  and  discussed  in  seminar. 
Certification  of  "suicide"  should  be  a  special  topic 
for  this  seminar,  especially  discovery  of  the  medical 
examiner  or  coroner's  criteria  for  pronouncing  "sui- 
cide" (18,25,58,  71,  95). s 

e.  Special  Topics.  This  is  a  residual  category  to 
cover  the  study  of  particular  topics  not  dealt  with 
in  the  first  four  care  areas — such  as  the  use  of 
GATEKEEPERS  in  crisis  management  (37,  42,  62, 
63,  120,  127),  suicide  and  the  law  (119,  81),  re- 
ligion and  suicide  (32,  127,  139),  the  role  of  drugs 
in  suicidal  behavior  (13,  86),  suicide  among  children 
and  adolescents  (2,  19,  29,  69,  113,  122,  135),  alco- 
holism and  suicide  (21,  107),  comparisons  of  sui- 
cides with  accidents,  homicides,  and  natural  deaths 
(54,  88,  112,  148,  149),  and  the  discussion  of  cur- 
rent research  on  suicide  (perhaps  by  starting  a  jour- 
nal club  to  discuss  current  articles  in  the  field).  Here 
would  be  an  appropriate  area  to  invite  visiting  ex- 
perts to  address  the  trainees. 

These  core  areas  of  suicidology  training  are  in- 
tended to  be  suggestive,  not  exhaustive  nor  defini- 
tive. Trainees  could  gain  proficiency  in  certain  areas 
and  take  in-depth  training  in  other  areas.  Given  the 


'Other  relevant  citations  for  the  study  of  crisis  manage- 
ment are:  3,  7,  11,  23,  45-52,  76,  83,  89,  97,  101,  103, 
106,  129,  136,  and  137. 


5  Committee  member  Stone  points  out  that  there  is  an- 
other value  in  doing  psychological  autopsies  on  completed 
suicides.  On  the  basis  of  his  analysis  of  the  grief  responses 
of  spouses  of  completed  suicides,  he  discovered  that  there 
were  more  "stalemated  griefs"  among  suicides'  spouses  than 
among  spouses  of  nonsuicides.  He  adds,  "They  also  have 
more  suicidal  ideation  and  activity  than  do  the  nonsuicide 
spouses.  It  is  my  conviction  that  the  spouse  of  a  suicide 
tends  to  be  in  a  fairly  high-risk  category." 
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range  of  the  subject  matter  covered,  the  program 
would  probably  be  most  effectively  administered  by 
team  teaching.  In  short,  many  variations  on  the  sug- 
gested broad  program  could  be  conceived.  Perhaps 
it  would  be  helpful  to  turn  now  to  a  concrete  exam- 
ple of  one  level  A  type  program — the  Johns  Hopkins 
Suicidology  Fellowship  Training  Program. 

2.    The  Johns  Hopkins  Suicidology 
Fellowship  Training  Program 

In  May  1967,  supported  by  a  grant  from  The 
Center  for  Studies  of  Suicide  Prevention  of  the 
National  Institute  of  Mental  Health,  the  first  for- 
mal postgraduate  Fellowship  Program  in  Suicidology 
was  offered  by  the  Department  of  Psychiatry  and 
Behavioral  Sciences  of  The  Johns  Hopkins  University 
School  of  Medicine  in  cooperation  with  The  Johns 
Hopkins  Hospital,  The  Johns  Hopkins  School  of 
Hygiene  and  Public  Health,  and  The  Johns  Hopkins 
University   (114). 

In  order  to  be  a  candidate  for  the  program,  ap- 
plicants had  to  have  a  doctoral  degree  (M.D.  or 
Ph.D.)  or  else  a  Master's  degree  (M.A.,  M.S.W., 
M.P.H.,  etc.)  with  at  least  three  years  post-degree 
experience.  Pre-  and  post-doctoral  applicants  were 
designated  Fellows;  other  applicants  are  designated 
trainees  at  the  University.  All  pre-  and  post-doctorals 


were  awarded  certificates  on  completion  of  the  pro 
gram. 

Twenty-seven  percent  of  all  applicants  between 
1967  and  1969  were  from  the  discipline  of  social 
work;  of  these  applicants,  95  percent  were  at  the 
Master's  degree  level.  Psychologists  and  clerics 
constituted  17  and  13  percent  of  all  applicants,  re- 
spectively. Eight  percent  of  the  applicants  were  psy- 
chiatrists. At  the  lower  end  of  the  scale,  less  than 
one  percent  of  the  applications  came  from  physi- 
cians per  se  or  from  lawyers.  Only  three  percent  of 
the  applicants  were  from  the  fields  of  public  health. 

Professional  interests  of  the  applicants  ran  the 
gamut  of  teaching  and  training,  research,  consulta- 
tion, clinical  care,  and  administration  and  plan- 
ning. Two-thirds  of  the  applicants  indicated  an  in- 
terest in  suicide  prevention  or  community  mental 
health  centers.  The  remainder  indicated  interest  in 
social  agency,  religious,  or  educational  settings.  In 
the  category  of  "career  interests,"  16  percent  of  the 
respondents  from  the  first  group  and  33  percent 
in  the  second  group  indicated  a  previous  profes- 
sional involvement  in  the  study  of  suicide  and  the 
practice  of  suicide  prevention  activities;  25  percent 
in  the  first  group  and  14  percent  in  the  second  indi- 
cated interest  in  training  for  a  totally  new  career. 
The  disciplines  of  actual  Fellows  in  the  first  three 
years  are  summarized  in  table  1. 
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Table  1.    Disciplines  of  Actual  Suicidology  Fellows  by  Highest  Degree, 
1967-1969 


Highest  Degree 

1967- 
1969 

Number 

Master 

's 

1 

Doctorate 

Discipline 

1967 

1968 

1969 

1967 

1968 

1969 

1967 

1968 

1969 

Medicine 

3 

1 

1 

1 

1 

1 

1 

Psychology 

4 

1 

1 

2 

1 

1 

2 

Social  Work 

1 

1 

1 

Sociology 

5 

1 

1 

3 

2 

1 

2 

Theology 

5 

1 

2 

2 

1 

1 

1 

1 

Nursing 

3 

1 

2 

1 

1 

2 

Totals: 

21 

4 

7 

10 

1 

3 

5 

3 

4 

5 

The  faculty  of  the  program  have  noticed  no  out- 
ward skewing  toward  psychopathology,  including  de- 
pression, at  least  as  compared  with  other  groups  in- 
terviewed by  them  for  training  in  the  mental  health 
field.  About  10  percent  of  the  applicants  indicated 
the  event  of  suicide  had  touched  their  personal  lives. 
If  such  a  suicide  had  occurred,  the  inpact  on  career- 
development  seemed  striking. 

a.  Curriculum.  The  Fellowship  year  utilized  four 


quarters  beginning  in  September  of  each  year,  plus 
a  summer  session.  The  first  quarter  included:  intro- 
duction to  crisis'  intervention,  introduction  to  prin- 
ciples of  suicide  prevention,  sociological  explanations 
of  suicide,  plus  biostatistics  as  an  elective. 

During  this  quarter  the  fellows  were  required  to 
begin  research  or  clinical  projects.  These  projects,  to 
be    completed    during    the    fellowship    year,    were 
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presented  for  review  at  a  weekly  research  conference 
and  were  supervised  by  project  advisors. 

The  second  quarter  seminars  included:  the  psy- 
chology of  suicide,  depression  and  aggression,  self- 
destructive  behavior  in  children  and  adolescents, 
systems  of  organization,  and  epidemiology.  The 
weekly  research  conference  and  the  clinical  case 
studies  of  suicide  continued  in  the  second  quarter. 

Field  placements  were  made  locally  or  nationally 
during  the  third  quarter  in  emergency  mental  health 
services  and  special  suicide  prevention  services.  This 
provided  opportunities  for  experiencing  models  of 
similar  services  in  different  settings  and  has  provided 
multiple  feedback  to  seminars  and  projects  which 
related  to  the  development  of  such  services.  A  variety 
of  settings  aided  in  meeting  the  individual  needs  of 
the  Fellows.  The  schedule  worked  out  with  one  Cen- 
ter (The  Los  Angeles  Suicide  Prevention  Center) 
included:  clinical  experience  with  a  preceptor,  day- 
call,  nightwatch  with  followup,  observation  of  group 
therapy,  carrying  out  of  psychological  autopsies, 
work  with  volunteers,  seminars  and  conferences,  etc. 
Other  suicide  prevention  centers  used  included 
facilities  at  Tulane  University,  the  Suicide  Prevention 
Service  in  Buffalo,  the  San  Francisco  Suicide  Pre- 
vention Center,  the  Suicide  Prevention  Center  in 
Atlanta,  and  the  Suicide  Prevention  Center  in  Seattle. 

Fourth  quarter  seminars  included:  epidemiology  of 
mental  illness,  law  and  suicide,  suicide  from  religious 
and  philosophical  standpoints,  and  visiting  lecturers. 
The  seminar  on  Suicide  and  the  Law  was  of  special 
interest  in  terms  of  potential  responsibilities  of  the 
suicidologist.  The  seminar  included:  introduction  to 
criminal  and  civil  law,  the  court  system  and  legal 
definition  of  suicide;  consequences  for  heirs  of  suicide 
as  a  crime,  and  current  legal  attitudes  toward  suicide 
in  the  United  States  and  elsewhere;  civil  conse- 
quences of  suicide;  rights  of  the  successful  suicide; 
and  the  suicidologist  as  expert  witness.  In  coopera- 
tion with  the  University  of  Maryland  Law  School,  a 
mock  trial  was  conducted.  Law  students  filled  all 
legal  and  jury  roles.  Two  pathologists  were  expert 
medical  witnesses,  and  Fellows — as  suicidologists — 
were  expert  witnesses.  The  Chief  Medical  Examiner 
of  the  State  of  Maryland  presented  an  overview  of 
the  Coroner  and  Medical  Examiner  systems,  and 
described  the  functions  of  the  Medical  Examiner's 
office,  basic  elements  of  forensic  pathology  as  they 
relate  to  mode  of  death,  and  the  use  of  the  psycho- 
logical autopsy  in  the  investigation  of  the  equivocal 
suicide.  The  weekly  research  seminar  was  continued 
as  preparation  for  the  summer  session  during  which 


projects  were  completed.  A  weekly  conference  was 
devoted  to  presentation  and  review  of  field  experi- 
ence. 

b.  Discussion.  A  fellowship  for  the  diverse  dis- 
ciplines and  degrees  of  clinical  and  research  skill 
represented  in  our  applicant  group  required  at  least 
two  overall  curricula,  one  with  additional  emphasis 
on  clinical  training,  the  other  with  additional  em- 
phasis on  research,  plus  an  elective  system  to  focus 
on  specialized  needs  and  interests.  One  curriculum 
provided  the  basic  sciences  of  biostatistics  and  epi- 
demiology at  levels  commensurate  with  the  Fel- 
lows' past  experience  and  training,  plus  additional 
elective  time  for  research  studies.  The  other  cur- 
riculum provided  a  variety  of  clinical  experiences 
with  additional  elective  time  for  clinical  projects. 
These  clinical  experiences  were  in  the  areas  of  pa- 
tient care,  in  agency  consultation,  or  community 
organization.  Wherever  possible,  the  development  of 
career  roles  were  furthered  by  suitable  apprentice- 
ships— including  those  in  administration. 

It  was  felt  each  curriculum  should  reflect  a 
seminar  to  practicum  to  placement  to  elective  con- 
tinuum. Such  a  continuum  may  be  illustrated  as 
follows:  using  seminar  techniques,  the  theory  of 
crisis  intervention  is  reviewed.  The  theory  is  critically 
examined  through  presentation  of  fresh  data  collected 
in  the  practicum  experience.  New  cases  were  selected 
from  an  accident  room  population,  referred  for 
treatment  in  a  time-limited,  crisis-oriented,  acute 
treatment  clinic.  These  patients  were  evaluated  and 
treated  by  the  Fellows  under  supervision.  Transitional 
states  such  as  reaction  to  separation,  experienced  as 
loss  and  as  precipitants  of  crisis,  were  evaluated  both 
as  theoretical  constructs  and  as  practical  treatment 
issues.  (Parenthetically,  the  transitional  state  of  the 
Fellowship  year  as  an  example  of  crisis  is  available 
for  examination.)  Through  parallel  seminars,  the 
treatment  data  were  related  to  the  specific  crisis  of 
suicide.  Patients  whose  intent  to  commit  suicide 
varies  and  for  whom  the  probability  of  suicide 
varies  are  introduced  in  the  practicum. 

As  is  well  known,  the  effectiveness  of  help  offered 
during  periods  of  stress  may  be  related  to  vulner- 
ability on  the  one  hand  and  accessibility  of  individ- 
uals to  help  on  the  other.  Thus,  the  availability  as 
well  as  the  use  of  community  resources  for  resolution 
of  the  crisis  is  experienced  directly  in  the  practicum. 
Practicum  data  collected  from  and  about  the  com- 
munity was  introduced  in  the  seminar  which  studies 
"The  Planning  of  Emergency  Mental  Health  and 
Suicide  Prevention  Services."    In  this  way  there  was 
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extension  from  theories  of  crisis,  to  models  of  inter- 
vention in  suicidal  patients,  to  the  development  of 
suicide  prevention  strategies  for  a  network  of  emer- 
gency and  community  mental  health  services.  This 
perspective  is  extended  further  in  the  field  place- 
ment period. 

The  practicum  requires  role  participation  some- 
times foreign  to  the  professional  background  and 
experience  of  the  Fellows.  As  a  result,  degrees  of  role 
diffusion  and  identity  crisis  are  created.  Role  dif- 
fusion may  not  be  desirable  as  such  but  the  ex- 
periencing of  raw  data  by  the  behavioral  scientist 
not  ordinarily  available  for  or  invited  into  such  a 
situation  is  extremely  important.  The  perspectives 
and  the  future  contributions  of  the  Fellows,  we  be- 
lieve, will  be  altered  and  enriched  by  such  experi- 
ences. For  the  training  goals,  both  the  data  and  the 
insights  into  the  data  obtained  by  this  method  con- 
tribute importantly  to  the  multidisciplinary  matrix 
of  suicidology. 

In  field  placements,  we  requested  that  the  Fellows 
have  collaborative  assignments  with  colleagues  of 
similar  specialities  in  order  to  counteract  some  of  the 
identity  diffusion  noted.  At  the  same  time  the  matrix 
of  theory  and  experience  provided  by  the  formal  train- 
ing situation  permitted  engagement  as  a  suicidologist 
on  a  field  placement  level.  Thus,  the  field  placement 
and  the  clinical  and  research  electives  should  pro- 
vide opportunity  for  the  redifferentiation  of  back- 
ground discipline  as  well  as  for  the  crystallization  of 
a  new  subspeciality.  As  a  summer  session  clinical 
project-elective,  agencies  or  services  with  few  profes- 
sionals utilized  as  well  as  contributed  to  the  adminis- 
trative and  consultative  experiences  of  the  Fellows. 

c.  Summary.  A  Fellowship  Program  in  Suicidology 
was  begun  in  1967  at  the  Department  of  Psychiatry 
and  Behavioral  Sciences,  The  Johns  Hopkins  Uni- 
versity School  of  Medicine  in  collaboration  with  The 
School  of  Public  Health  and  Hygiene,  The  Johns 
Hopkins  Hospital,  and  the  other  Johns  Hopkins 
University  Graduate  and  Undergraduate  Schools  and 
the  National  Institute  of  Mental  Health.  The  object 
of  the  program  was  to  prepare  individuals  of  various 
disciplines  for  positions  of  leadership  in  treatment, 
administration,  and  research  in  the  study  of  suicide 
and  in  the  practice  of  suicide  prevention  and 
emergency  mental  health  care  in  such  settings  as 
suicide  prevention  centers,  emergency  mental  health 
services,   and   community   mental   health   programs. 

d.  Fellowship  Training  Program  in  Suicide  Studies 


at  St.  Elizabeths  Hospital  *  The  Training  Program 
In  Suicidology  began  operations  at  St.  Elizabeths 
Hospital,  Washington,  D.  C,  on  September  1,  1970. 
It  was  designed  to  prepare  persons  at  various  levels 
of  training  and  education  to  provide  leadership  in 
treatment,  training,  research,  and  administration  in 
the  area  of  suicide  studies  and  crisis  intervention, 
suicide  prevention,  and  emergency  mental  health 
care. 

Trainees  have  been  selected  on  the  basis  of  intel- 
lectual competence,  interest  in  and  commitment  to 
the  field  of  suicide  studies,  and  evidence  of  potential 
for  making  a  future  contribution  to  the  field.  These 
qualities  were  assessed  on  the  basis  of  written  state- 
ments from  the  candidates,  personal  interviews,  and 
recommendations  from  professional  supervisors. 

The  program  was  not  designed  as  a  post-doctoral 
program.  Trainees  included  those  who  had  recently 
received  the  B.A.  degree.  The  majority  of  trainees 
held  master's  degrees  at  the  time  of  their  participa- 
tion in  the  program. 

The  program  curriculum  is  divided  into  five 
"quarters."  The  first  four  quarters  emphasize  various 
aspects  of  suicide  studies  and  crisis  intervention. 
Quarter  one  deals  with  a  general  introduction  to 
suicidology  and  crisis  intervention.  Quarter  two  deals 
with  clinical  assessment  and  treatment  and  with  re- 
search in  suicide  studies.  Quarter  three  is  concerned 
with  administration,  community  organization,  and 
delivery  of  services.  Quarter  four  is  devoted  to  edu- 
cation, training,  and  consultation.  The  fifth  (Sum- 
mer) quarter  is  designed  to  be  used  for  field  place- 
ments or  special  research  projects. 

In  order  for  the  program  to  reach  a  maximum 
number  of  qualified  persons,  trainees  have  been  ac- 
cepted for  not  only  the  full  year  but  for  one  or  two 
of  the  quarters.  Although  the  majority  of  trainees 
come  for  the  full  year,  approximately  25  percent 
have  participated  in  the  program  for  only  one  or 
two  quarters.  Table  2  presents  the  disciplines  of  the 
trainees  from  1970  to  1972. 

The  training  program  includes  both  didactic  and 
practicum  approaches  utilizing  seminars  and  lectures 
as  well  as  laboratories,  directed  study,  and  field  place- 
ment experience.  The  field  placements  show  the  wide 
range  of  interests  of  the  Fellows  and  the  breadth  of 
the  program.  During  the  summer  quarter  of  1971, 
placements  included   such   diverse   locations   as   the 

*  Editors'  Note:  This  brief  description  of  the  Fellowship 
Training  Program  at  St.  Elizabeths  Hospital  is  included  here 
as  an  editorial  addition  to  the  committee  report  because 
the  St.  Elizabeths  program  continues  the  Fellowship  Pro- 
gram pioneered  at  Johns  Hopkins  School  of  Medicine. 
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Table  2.     Academic  Discipline  of  Fellows 

Enrolled  in  Training  Program  in  Suicidology 

St.  Elizabeths  Hospital,  Washington,  D.  C. 


1970-1971 

1971-1972 

Psychology 

6 

3 

Psychiatry 

2 

0 

Counseling    &   Guidance 

2 

3 

Social  Work 

2 

3 

Sociology 

3 

2 

Nursing 

0 

3 

Physiotherapy 

1 

0 

Anthropology 

0 

2 

Total 

16 

16 

Suicide  and  Crisis  Intervention  Center,  Gainesville, 
Florida;  the  Veterans  Administration  Hospitals  in 
Biloxi  and  Gulfport,  Mississippi,  and  New  Orleans; 
the  Department  of  Sociology,  University  of  Georgia, 
Athens;  and  the  State  Department  of  Mental  Health 
for  the  State  of  New  Hampshire.  The  philosophy  of 
the  training  program  has  been  to  help  the  trainee 
develop  his  own  interests  along  with  building  a  solid 
foundation  in  the  various  relevant  aspects  of  suicide 
and  crisis  intervention  studies. 

Most  of  the  teaching  in  the  program  is  done  by 
members  of  the  staff  of  the  Center  for  Studies  of 
Suicide  Prevention,  National  Institute  of  Mental 
Health,  supplemented  by  many  experts  in  suicide 
studies  and  related  fields  as  consultants  and  guest 
lecturers.  Additional  learning  experiences  are  pro- 
vided by  the  Suicide  Studies  Unit  of  St.  Elizabeths 
Hospital  which  is  operated  in  conjunction  with  the 
Training  Program  in  Suicidology. 

3.    The  Regional  Comprehensive  Suicide 
Prevention   Centers 

The  Committee  recommends  that  at  least  one  com- 
prehensive suicide  prevention  center  be  recognized 
(by  the  National  Institute  of  Mental  Health)  and 
developed  as  a  training  center  for  each  of  the  ten 
mental  health  regions  (see  p.  30).  These  ten  centers 
would  be  "comprehensive"  in  the  sense  that: 

a.  all  three  levels  of  trainee  type  (A,  B,  and  C) 
would  be  at  least  represented  in  the  center 
as  both  students  and  staff. 

b.  each  regional  center  would  offer  training 
and  consulting  services  to  all  other  suicide 
prevention  centers,  etc.,  within  the  region 
(e.g.,  workshops  and  clinical  or  research  in- 
ternships). 

c.  by  virtue  of  different  centers  specializing  in 
different    aspects    of   suicidology    (e.g.,    re- 


B. 


search  treatment,  use  of  volunteers,  rural  pre- 
vention, preparation  of  suicide  prevention 
information,  training  level  A  types,  etc.), 
taken  together  the  nine  centers  would  meet 
all  types  of  national  needs  for  training  in 
suicidology. 
d.  all  regional  centers  would  be  affiliated  with 
a  university — to  avoid  becoming  a  mere 
trade  school  for  suicide  prevention.  The 
centers  should  tie  into  existing  university 
departments  of  medicine,  social  science,  so- 
cial work,  nursing,  mental  health,  public 
health,  etc.  Efforts  should  be  made  to  de- 
velop courses  in  suicidology  (see  Appendices 
C  and  D)  and  to  get  suicide  studies  ac- 
cepted as  a  major  and  minor  subject  in 
existing  degree  programs.  Where  possible, 
dissertations  on  suicide  should  be  en- 
couraged. 

TRAINING  THE  DISSEMINATORS  OF 
SUICIDOLOGY 


1.   The  "Core  Knowledge"  for  Disseminators 

We  have  grossly  underestimated  what  is  in  fact 
already  known  about  suicidal  individuals.  Genuine 
ignorance  needs  to  be  distinguished  from  lack  of 
exposure  to  available  information.  The  Committee 
believes  that  many  of  the  failures  in  suicide  preven- 
tion stem  from  the  therapist  or  significant  other's 
simply  not  being  aware  of  even  the  basic  clues  to 
suicide.  The  state  of  suicidology  is  sufficiently  ad- 
vanced to  delineate  several  high-risk  groups  (144). 
On  the  most  general  level  we  know  that  the  para- 
digm suicide  is  an  old,  white  male,  who  is  maritally 
estranged  or  single.6  Usually  the  suicide  has  been 
living  alone  and  is  also  psychologically  withdrawn. 
Research  in  Chicago  revealed  that  the  single  most 
predictive  social  variable  (for  suicide)  was  popula- 
tion per  household,  controlling  for  other  variables 
like  age,  sex,  race,  occupation,  etc.  (92).  The  greater 
the  population  per  household,  the  lower  the  suicide 
rate.  When  the  life-histories  of  suicides  are  recon- 
structed, we  find  that  suicides  (compared  with  nor- 
mals) tend  disproportionately  to  come  from  broken 
homes  and  multiproblem  families  (2,  69).  A  history 
of  suicide  in  a  family  can  provide  a  model  for  the 
behavior  of  children  under  stress.  Very  early  on,  the 
eventual  suicide  tends  to  be  rejected  by  his  parents 
(especially    by    the    father)     and    characteristically 

6There  are  other  equally  important  suicidal  types. 
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wrestles  with  feelings  of  low  self-esteem  and  personal 
inadequacy  throughout  his  life.  Although  the  dynam- 
ics differ  somewhat  for  males  and  females,  most 
suicides  tend  to  have  difficulties  in  managing  normal 
interaction  responsibilities,  which  further  increase 
their  isolation.  Feelings  of  personal  inadequacy  trans- 
late over  time  into  interpersonal  pathology.  For 
males,  work  problems  (erratic  job  histories,  loss  of 
income,  downward  occupational  mobility,  inability 
to  deal  with  retirement,  etc.)  are  salient  (18);  for 
female  suicides,  marital  and  sexual  problems  pre- 
dominate (128,  chs.  5  and  10).  Both  of  these  out- 


comes have  roots  in  inadequate  relationships  with 
fathers  (Oedipal  problems),  which  are  never  worked 
through. 

In  addition,  suicides  tend  to  be  in  poor  physical 
health  (75  percent  have  seen  a  physician  within 
four  months  of  their  suiciding  (129),  abuse  alcohol, 
and  suffer  from  depressive  episodes  (106)  in  which 
they  feel  sad,  hopeless,  lose  sleep,  have  poor  appe- 
tites, etc.).  Previous  suicide  attempts  are  common; 
between  30  to  40  percent  of  completed  suicides  have 
made  at  least  one  nonfatal  attempt  (58,  pp.  96-124; 
133).  About   10  percent  of  all  attempted  suicides 


Table  3.  Suicide  Rates  (per  1,000)  Measured  by  High-  and  Low-Risk  Categories  of  Risk-related 
Factors  Among  1,1 12  Attempted  Suicides  1 


Factor 

High-Risk  Category 

Suicide 
Rate 

Suicide 
Low-Risk  Category                 Rate 

1. 

Age 

45  years  and  older 

40.5 

Under  age  45 

6.9 

2. 

Sex 

Male 

33.8 

Female 

5.3 v 

3. 

Race 

White 

16.7 

Nonwhite 

9.0 

4. 

Marital 
status 

Separated,  divorced, 
widowed 

41.9 

Single,  married 

12.4 

5. 

Employment 

Unemployed,  retired 

24.8 

Employed 

16.3 

6. 

Living 
arrangements 

Alone 

71.4 

With  others 

11.1 

7. 

Health 

Poor  (acute  or  chronic 
condition  in  the  6-month 
period  preceding  the 
attempt) 

18.0 

Good 

13.8 

8. 

Mental 
condition 

Nervous  or  mental 
disorder,  mood  or 
behavioral  symptoms 
including  alcoholism 

17.6 

Presumably  normal,  including 
brief  situational  reaction 

11.7 

9. 

Method 

Hanging,  firearms, 
jumping,  drowning 

45.5 

Cutting  or  piercing,  gas  or 
carbon  monoxide,  poison, 
combination  of  methods,  other 

13.1 

10. 

Potential  consequences 
of  method 

Likely  to  be  fatal 

31.5 

Harmless,  illness- 
producing 

6.0 

11. 

Police  description  of 
attempted  suicide's 
condition 

Unconscious, 
semi-conscious 

16.3 

Presumably  normal,  disturbed, 
drinking,  physically  ill,  other 

13.0 

12. 

Suicide  note 

Yes. 

22.5 

No 

13.7 

13. 

Previous  attempt 
or  threat 

Yes 

22.6 

No 

13.3 

14. 

Disposition 

Admitted  to  psychiatric 
evaluation  center 

21.0 

Discharged  to  self  or  relative; 
referred  to  family  doctor, 
clergyman,  or  social  agency, 
or  other  disposition 

11.6 

1  From  Jacob  Tuckman  and  William  F.  Youngman  in  H.L.P.  Resnik  (1 17),  p.  196. 
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eventually  complete  suicide.  Thus,  on  this  indicator 
alone  (attempted  suicide),  the  rate  of  suicide  in- 
creases from  the  national  gross  rate  of  roughly  10 
per  100,000  to  10,000  per  100,000  or  1  in  10.  Lethal- 
ity is  increased  still  more  if  a  definite  plan  for  suicid- 
ing is  formulated  (sometimes  a  will  is  drawn  up  and 
prized  possessions  are  given  away),  a  suicide  note  is 
written,  and  the  would-be  suicide  owns  a  gun  (129). 

Psychologically,  suicides  tend  to  be  rigid  thinkers 
(e.g.,  reason  to  themselves  "either  I  kill  myself  or 
go  on  living  in  misery")  which  cripples  their  adap- 
tive ability  to  even  routine  problems  (109,  110). 
Often  their  egos  are  regressed  and  fragmented  with 
the  suicidal  self  gaining  control  over  a  nonsuicidal 
self  and  superego  restraints  (117,  ch.  5 ) .  This  is  one 
manner  in  which  the  ambivalence  of  most  suicides 
to  dying  is  reduced.  If  at  this  crucial  juncture,  the 
individual  is  stigmatized  (e.g.,  arrested,  hospitalized, 
fired  from  work,  forced  into  an  abortion,  branded  as 
"worthless"  by  a  significant  other,  etc.),  then  suicide 
is  an  imminent  possibility. 

Usually  the  suicidal  individual  will  ask  for  help — 
even  plead — although  the  verbal  clues  may  be  subtle. 
Shneidman  and  Mandelkorn  estimate  that  fully  80 
percent  of  all  suicides  give  definite  verbal  warnings 
of  their  intention  to  suicide  (129;  117,  ch.  11). 
Incidentally,  this  means  that  often  we  know  when 
an  individual  is  suicidal  but  cannot  or  will  not  try 
to  rescue  him.  The  inability  to  respond  is  more 
common  than  we  like  to  believe  and  is  very  different 
from  the  commonly  proferred  post  facto  justification, 
"I  never  thought  he  would  really  kill  himself." 

Suicidal  crises  do  exist.  The  wish  to  die  is  not  in- 
delible. At  the  very  least  there  are  occasions  on  which 
even  the  chronically  suicidal  person  is  more  apt  to 
make  an  attempt  than  on  other  occasions.  One  com- 
mon misconception  is  that  the  improvement  following 
a  suicide  attempt  means  that  the  crisis  is  over.  Many 
lethal  attempts  are  made  upon  release  from  a  hos- 
pital or  during  the  upswing  of  a  depressive  reaction 
(71,  107,  129). 

Such  clues  to  suicide  could  be  multiplied  con- 
siderably (8)  and  further  tailored  for  specific  suicidal 
types  and  subgroups.  However,  this  is  not  the  place 
to  spell  out  clues  in  detail,  nor  the  purpose  of  the 
above  presentation.  All  we  want  to  convey  is  that  a 
core  knowledge  of  prodromal  clues  to  suicide  does 
exist  (cf.  144) .  One  of  the  key  facets  of  training  in 
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suicide  prevention  is  to  realize  that  these  clues  must 
be  more  widely  and  cogently  disseminated.'' 

2.    Types  of  Suicidology  Disseminators 

As  we  see  them,  the  DISSEMINATORS  fall  into 
three  broad  types:  Bl — teachers  and  consultants, 
B2— "salesmen"  and  promoters,  and  B3 — a  few 
education  and  training  specialists,  administrators, 
community  organizers,  and  deliverers  of  service  (i.e., 
A3s  and  A4s).  Types  Bl  and  B2  would  not  be 
suicidolo gists;  their  promotion  of  suicidology  would 
be  primarily  avocational.  Thinking  back  to  figure  1, 
group  Bl  would  be  composed  of  university  and  col- 
lege professors  in  medicine,  psychiatry,  nursing,  theol- 
ogy, social  work,  public  health,  sociology,  etc.  Non- 
university  Bl  DISSEMINATORS  would  include 
community  mental  health  workers,  social  service 
agency  staff,  internists  and  general  practitioners, 
welfare  workers,  gerontological  workers,  urban  prob- 
lem specialists,  etc.  B2s  would  include  novelists,  ad- 
vertisers, movie  producers,  pamphlet  writers,  com- 
puter programmers,  radio  announcers,  newspaper 
writers,  actors,  playrights,  musicians,  painters,  and 
lithographers,  etc.  Type  B3  would  be  made  up  of 
traveling  scholars  from  the  previously  proposed  Cen- 
ter for  the  Advanced  Study  of  Suicidology,  other  A- 
level  trainees,  and,  perhaps,  some  staff  from  the 
National  Institute  of  Mental  Health's  Center  for 
Studies  of  Suicide  Prevention.  One  important  func- 
tion of  B3s  would  be  to  consult  with  and  advise 
Bis  and  B2s.  It  is  especially  important  for  all  B-type 
trainees  to  have  persuasive  skills  {charisma). 

7  Committee  member  Dorpat  emphasizes  that  we  must 
guard  against  the  conception  of  training  in  suicidology  as 
"mechanical  dissemination  of  factual  knowledge."  He 
argues  that  "the  report  pays  insufficient  attention  to  the 
crucial  importance  of  consultation  and  supervision  as 
methods  of  training  and  education  in  suicidology.  The  com- 
mittee report  does  rightly  emphasize  the  dissemination  of  a 
core  body  of  knowledge  from  suicidologists  to  mental  health 
professionals  and  nonprofessionals.  In  my  teaching  experi- 
ence with  both  professionals,  nonprofessionals,  and  'gate- 
keepers,' I  find  that  supervision  and  consultation  are  not 
only  the  most  effective  teaching  methods  but  often  the 
only  methods  for  helping  the  supervisee  cope  with  suicidal 
persons.  Working  with  suicidal  persons  is  an  emotionally 
draining  and  frustrating  experience.  The  high  titre  of  anxiety 
and  guilt  engendered  in  others  by  suicidal  persons  is  an- 
other reason  for  emphasizing  the  value  of  supervision  and 
consultation.  When  either  mental  health  professionals  or 
gatekeepers  are  not  helped  to  deal  with  their  anxiety  and 
guilt,  they  may  manifest  the  suicidal  antitherapeutic,  de- 
fensive attitudes  of  retaliatory  hostility  and  rejection.  The 
dissemination  of  knowledge  about  suicide  will  facilitate 
case-finding  and  the  assessment  of  suicidal  risk,  but  it  will 
not  be  of  much  value  to  the  person  who  works  with  the 
suicidal  person.  The  committee  report  tends  to  give  the 
impression  that  the  chief  method  of  training  in  suicidology 
is  the  didactic  transmission  of  knowledge  about  suicidal 
behavior.  Knowledge  about  how  to  relate  to  and  treat 
suicidal  persons  is  only  gained  by  experience  with  them 
which  is  enlightened  and  supported  by  regular  consultation." 


3.    Training  and  Tasks  of  Disseminators 

It  seems  that  the  ideal  mode  of  training  for  DIS- 
SEMINATORS would  be  one  or  more  two-three 
week  summer  institutes  on  suicide  and  its  prevention 
(for  100-300  trainees).  Excessive  training  of  DIS- 
SEMINATORS would  be  unnecessary  and  even 
possibly  harmful,  since  their  prior  special  vocational 
skills  and  local  contacts  are  the  keys  to  information 
distribution.  Any  training  which  puts  in  jeopardy 
basic  professional  commitments  and  talent  should  be 
avoided.  Most  busy  professionals  and  paraprofes- 
sionals  could  spare  a  few  weeks  in  the  summer.  Addi- 
tional two  to  three  day  suicidology  workshops  could 
be  sponsored  by  the  Comprehensive  Suicide  Preven- 
tion Centers  in  their  regions. 

The  functions  of  the  DISSEMINATORS  would 
vary  with  their  type.  For  example,  Bis  could  dis- 
seminate the  core  knowledge  by: 

a.  offering  courses  on  suicide  in  their  university 
and  college  departments.  Workshops  in  local  hos- 
pitals and  community  social  service  agencies  could 
be  conducted.  Hopefully  Bis  would  be  particularly 
active  in  scholarly  writing  and  research. 

b.  providing  elemental  consultation  to  local 
GATEKEEPERS — especially  physicians  managing 
the  elderly,  social  security  workers,  AA  and  Syna- 
non  staff,  etc. 

c.  decentralizing  and  infiltrating  predetermined 
ecological  areas  with  high  suicide  rates.  Since  a 
large  percentage  of  completed  suicides  never  con- 
tact a  suicide  prevention  center,  it  is  important 
to  take  information  about  suicide  and  its  manage- 
ment to  the  potential  suicide  (95).  Urban  cores, 
Black  and  Red  "ghettos,"  and  retirement  com- 
munities might  be  appropriate  target  areas.  Use 
of  indigenous  workers  and  adoption  of  the  Samar- 
itan ethic  of  "befriending"  is  advised  (139).  The 
emphasis  would  not  be  on  treatment  (although  a 
similar  or  joint  project  could  be  undertaken  by 
GATEKEEPERS  with  treatment  as  a  primary 
objective)  but  upon  establishing  rapport  with  high 
lethality  types  and  providing  clues  to  suicide  and 
its  management. 

B2s  would  have  the  tasks  of: 

a.  removing  or  minimizing  the  public  stigma 
and  taboo  associated  with  suicide  and  suicide  pre- 
vention. It  is  of  prime  importance  to  legitimate  the 
suicide  prevention  center  as  a  therapeutic  institu- 
tion and  to  open  channels  of  communication  be- 
tween GATEKEEPERS  and  the  suicide  preven- 
tion center. 

b.  writing  plays  on  suicide  prevention  (such  as 


"Quiet  Cries"),  creating  convincing  ads  for  suicide 
prevention  and  the  suicide  prevention  center  akin 
to  the  recent  ads  for  control   of  LSD   use   and 
cigarette    smoking,    writing    novels    (e.g.,    Daniel 
Stern's   The  Suicide   Academy)    and   biographies 
(e.g.,  A.  E.  Hotchner's  Papa  Hemingway) ,  writing 
pamphlets     (like    Shneidman    and    Mandelkorn's 
How  to  Prevent  Suicide  (129)),  producing  films 
on  suicide   (45-52),  organizing  exhibitions  of  sui- 
cide, in  art  (26),  writing  computer  programs  for 
the  teletype  to  predict  remotely  the  suicidal  lethal- 
ity of  a  patient,  organizing  television  programs  on 
suicide  prevention,  writing  newspaper  and  maga- 
zine features  on  suicide  (5,  6,  10,  22,  27,  56,  59, 
98,  111,  132,  134,  140,  151),  etc. 
Given  the  fact  that  a  physician,  clinical  psycholo- 
gist, social  worker,  or  public  health  worker  may  see 
only  one  or  two  suicides  in  his  entire  professional 
life,  he  will  usually  be  unprepared  and  frightened 
by  the  suicidal  patient.  Knowledge  of  the  basic  clues 
to  suicide  and  its  management  is  lacking  and  can  be 
readily  imparted  by  the  DISSEMINATOR.  On  the 
other  side  of  the  prevention  coin,  would-be  suicides 
are   often   ignorant   of   their   self-destructiveness   or, 
knowing    that,    feel    helpless    in    coping   with    their 
suicidal  ideation  and  intention.  Here  dissemination 
of  basic  clues  to  suicide  and  community  resources 
for  treating  suicide  are  lacking  and  needed.  A  cadre 
of  DISSEMINATORS  of  the  basic  clues  to  suicide 
and  its   management  should   be   trained   separately 
from    DISCOVERER    or    GATEKEEPER    types, 
neither  of  which  are  prepared  to  deal  specifically  or 
adequately  with  dispensation  of  information. 

C.   TRAINING  THE  GATEKEEPERS  OF  SUICIDOLOGY 

1.    General  Recommendations 

Perhaps  the  backbone  of  suicide  prevention  in 
America  has  been  the  GATEKEEPER,  who  actually 
interacts  with  the  majority  of  suicidal  individuals, 
provides  crisis  first-aid,  and  matches  the  needs  of 
his  clients  with  available  community  resources.  Such 
level-C  trainees  manage  the  suicidal  public  "re- 
cruited" by  level-B  types  with  tools  developed  by 
level-A  suicidologists.  GATEKEEPERS  can  be  pro- 
fessionals, paraprofessionals,  or  nonprofessionals.  Of 
the  figure  1  (supra)  suicide  prevention  types,  GATE- 
KEEPERS come  from  the  ranks  of  general  practi- 
tioners and  internists,  social  workers,  nurses,  clergy- 
men, policemen,  volunteers,  mental  and  public  health 
workers,  teachers,  and  many  special  categories  (e.g., 
bartenders,    skid-row    hotel    managers,    housewives, 
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etc.).  The  committee  distinguished  three  subtypes 
within  the  GATEKEEPER  category:  CI.— the 
directors  of  suicide  prevention  centers  and  crisis 
intervention  services  (who  would  either  be  level-A 
suicidologists  or  who  would  be  trained  by  level-A 
suicidologists  in  summer  institutes  or  in  workshops 
at  the  nine  comprehensive  suicide  prevention  cen- 
ters) ;  C2. — the  nonprofessional  volunteer  staff  of 
suicide  prevention  centers  and  crisis  intervention 
services  (whose  training  is  detailed  below) ;  and  C3. 
— other  non-suicide  prevention  center  GATEKEEP- 
ERS (who  could  be  trained  by  Bl  types  in  programs 
specified  above  or  in/by  one  of  the  roughly  150  local 
suicide  prevention  centers  throughout  the  United 
States.) 

In  level-C   area  training  the   committee   focused 
upon: 

a.  the  problems  of  the  GATEKEEPER  in  as- 
sessing the  lethality  of  his  client.  None  of  the 
presently  available  scales  for  predicting  lethality 
were  deemed  adequate  (4,  23,  28,  89,  102,  137, 
143).  Considerable  attention  needs  to  be  given  to 
developing  more  reliable  and  valid  lethality  scales. 

b.  the  dangers  of  accentuating  telephone  re- 
ferral services  to  the  exclusion  of  face-to-face 
crisis  management.  Both  in  training  and  treat- 
ment GATEKEEPERS  should  be  more  aware 
of  the  limitations  of  telephone  contacts — especially 
the  problems  of  referral  being  interpreted  as  re- 
jection and  of  the  telephone  not  being  sufficiently 
utilized  by  highly  suicidal  individuals.  Other  modes 
of  contact  (e.g.,  home  visits,  offering  first-aid 
therapy,  etc.)   should  be  developed. 

c.  the  dearth  of  codified  training  manuals,  etc., 
for  suicide  prevention.  Suicide  prevention  tech- 
niques still  exist  primarily  in  local  oral  tradi- 
tions. Efforts  should  be  made  to  poll  existing  sui- 
cide prevention  centers,  analyze  the  results,  and 
publish  a  general  GATEKEEPER  guide  for  first- 
aid  management  of  suicidal  crises. 

d.  the  underestimation  and  underutilization  of 
nonprofessional  volunteer  workers.  We  should 
acknowledge  the  special  competence  of  nonpro- 
fessional volunteers  in  suicide  prevention.  Volun- 
teers (vis-a-vis  professionals  and  paraprofessionals) 
have: 

i.  flexibility  in  managing  suicide  prevention 
center  clients  deriving  from  a  lack  of  pre- 
vious professional  conditioning  (i.e.,  assump- 
tions of  particular  ideologies,  methods,  etc.) 

ii.  availability — given   the  shortage  of  man- 


power in  meeting  health  needs,  volunteers  should 
be  more  effectively  trained  and  utilized. 

iii.  a  genuine  (usually  uncompensated')  in- 
terest  in  suicide  prevention.  As  a  rule,  volun- 
teers work  because  they  want  to,  not  because 
they  have  to.  Such  enthusiasm  can  be  contagious 
(given  proper  training)  in  a  crisis  situation, 
especially  where  a  patient's  hopelessness  is 
salient. 

iv.  the  potential  for  making  an  empathetic 
response  to  a  crisis.  For  example,  if  middle- 
aged  housewives  are  trained,  one  of  the  se- 
lection criteria  should  be  that  they  have  worked 
through  several  crises  of  their  own — which  can 
be  interpreted  in  training  and  later  utilized  in 
managing  patient  crises. 

v.  time  to  befriend.  Most  volunteers  will  not 
be  committed  to  as  tight  a  schedule  as  physi- 
cians, psychiatrists,  etc.,  and,  thus,  will  be  more 
readily  able  to  convince  a  suicidal  individual 
that  they  are  genuinely  interested  in  helping 
save  the  individual's  life.  Often  "befriending" 
is  as  valuable  a  first-aid  mechanism  as  highly 
technical   professional  skills. 

2.    Training  and  Core  Knowledge  for  Non- 
professionals in  Suicide  Prevention 

Suicide  Prevention  services  have  developed 
throughout  the  country  in  the  late  1960's,  staffed 
primarily  with  nonprofessional  volunteers  (62).  Most 
of  the  programs  have  developed  in  some  liaison  with 
professional  mental  health  services.  The  program 
may  be  part  of  an  existing  mental  health  agency,  or 
mental  health  professionals  may  volunteer  to  pro- 
vide training  and  consultation.  In  the  United  States 
the  primary  mode  of  service  offered  by  suicide  pre- 
vention programs  has  been  and  remains  24-hour 
telephone  consultations  (41,  85).  The  telephone  has 
become  the  key  instrument  in  extending  immediately 
available  assistance  to  people  in  suicidal  crisis.  Train- 
ing of  ouv  nonprofessional  volunteers  has  been  de- 
veloped with  tbis  particular  focus  on  telephone  inter- 
viewing. As  we  review  the  recent  experience  of  sui- 
cide prevention  services,  question  may  be  raised 
about  the  adequacy  of  offering  no  more  than  a  tele- 
phone consultation  and  referral.  This  may  be  enough 
for  most  cases,  but  for  a  large  number  of  suicidal 
persons,  this  would  be  an  insufficient  response.  One 
or  two  telephone  contacts  arc  certainly  not  ade- 
quate for  chronically  suicidal  people,  such  as  the 
socially  isolated,  the  old  and  sick,  and  people  who 
have  recurring  suicidal  episodes. 
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We  will  review  some  of  the  core  knowledge  that 
has  been  included  until  now  in  training  nonprofes- 
sionals to  do  suicide  prevention  work  on  the  tele- 
phone. Some  suggestions  will  then  be  offered  where- 
by help  to  suicidal  people  might  be  extended  beyond 
the  telephone.  The  core  knowledge  in  training  non- 
professional workers  may  be  outlined  in  six  major 
areas. 
a..  Perspective   of   the   Suicide   Problem: 

1.  National  statistics  and   demographic  informa- 
tion   (31,  58,  65,  92,  133,   144) 

2.  Statistics  in  the  local  community  (3,  71,  112, 
145,  146) 

3.  High-risk  groups,  e.g.,  divorced  men,  the  men- 
tally ill,  old  men,  depressives,  etc.  (18,  19,  58, 
64,  91,    146) 

4.  Current  community  response  to  suicidal  peo- 
ple at  emergency  receiving  hospitals,  the  po- 
lice, physicians,  social  agencies,  clergy,  etc. 
(33,  37,  42,  48,  63,  68,  71,  76,  81,  83,  87,  97, 
127) 

b.  Crisis  Theory:    (11,   16,  30,  36,  38,  57,  78,   100, 

116,  138,  147) 

1.  Hazardous   situations 

2.  Efforts  to  cope  with  the  stress 

3.  Disequilibrium  or  development  of  emotional 
symptoms,  such  as  anxiety,  confusion,  depres- 
sion 

4.  Time-limited  situations 

5.  Opportunity  for  intervention 

c.  Basic  Concepts  of  Suicide  Prevention:   (8) 

1.  Communication:  "The  Cry  for  Help" 

2.  Ambivalence  about  death 

3.  Lethality 

4.  Helplessness  and  hopelessness 

5.  The  significant  other 

6.  Intervention 

d.  Evaluation  of  Lethality:   (4,  23,  28,  55,  75,  89, 
95,  102,  126,  137,  143) 

1.  Age  and  sex 

2.  Character  and  life  style 

3.  Current  symptoms 

4.  Intended  suicide  method  or  plan,  lethality  and 
availability 

5.  Precipitating  stress 

6.  Available  resources 

e.  Principles  of  Telephone  Interviewing:   (7,  39,  41, 
80,  85,  121,  136) 

1.  Maintaining  contact  and  establishing  a  rela- 
tionship 

2.  Obtaining  necessary  information 

3.  Evaluation  of  suicide  potential 


4.  Clarification  of  stress  and  focus  on  the  problem 

5.  Assessment  of  strengths  and  resources 

6.  Recommendation  and   initiation   of   an   action 
plan 

7.  Closure 

f.  Community  Resources:  (3,  33,  42,  62,  68,  81,  87, 
106,  127,  128,  142,  145) 

1.  The  mental  health  services 

2.  Marriage  and  family  counseling 

3.  Financial  aid  programs 

4.  Emergency  shelter 

5.  Health  services 

6.  Programs  for  alcoholics 

7.  Use  of  police  and  hospitals  in  acute  emergen- 
cies 

In  addition  to  this  essential  content,  the  program 
should  include  some  training  in  dealing  with  one's 
own  anxiety,  use  of  consultation,  both  with  profes- 
sionals and  colleagues,  and  an  orientation  toward 
ongoing  learning.  The  above  didactic  material,  which 
is  usually  presented  in  lectures  and  discussion,  should 
be  illustrated  by  case  material.  Tapes  of  actual  tele- 
phone interviews,  role-playing,  presentation  of  on- 
going cases,  video-tape  interviews  and  films  are  in- 
valuable training  aids. 

In  those  centers  which  are  part  of  a  mental  health 
program,  it  is  advisable  to  offer  close  professional 
supervision  to  the  volunteer  during  the  beginning 
phase  of  work.  This  ongoing  professional  super- 
vision and  training  as  the  volunteer  begins  to  take 
calls  and  become  involved  in  cases  is  probably  the 
most  important  part  of  the  learning  experience.  It  is 
during  this  period  that  the  concepts  and  informa- 
tion learned  earlier  will  be  integrated  and  oper- 
ationalized  in  performance.  Many  suicide  preven- 
tion programs  have  not  had  adequate  training  to 
meet  the  needs  of  the  volunteers. 

It  has  been  argued  by  many  suicidologists,  who 
have  observed  the  development  of  suicide  preven- 
tion services,  that  these  programs  do  not,  indeed, 
prevent  suicide  (95).  They  might  more  accurately 
be  described  as  a  24-hour  telephone  consultation 
and  referral  service.  They  have  clearly  demonstrated 
that  if  a  suicide  prevention  service  is  offered,  it  will 
be  utilized.  Suicidal  people  in  the  community  iden- 
tify themselves,  and  an  opportunity  to  assist  them 
is  presented.  How  shall  we  respond  to  suicidal  peo- 
ple who  call  for  help?  Is  telephone  consultation  and 
referral  sufficient?  It  may  be  that  volunteer  pro- 
grams in  this  country  have  been  hampered  in  the 
development  of  their  services  by  the  mental  health 
professionals.  Suicide  prevention  in  this  country  in 
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the  past  ten  years  has  been  given  leadership  primarily 
by  psychologists,  psychiatrists,  and  social  workers, 
who  may  have  discouraged  personal  contact  on  the 
part  of  volunteers.  In  England,  and  other  parts  of 
the  world,  where  suicide  prevention  programs  have 
been  influenced  by  Chad  Varah,  a  clergyman,  they 
have  developed  in  quite  a  different  way — empha- 
sizing personal  contact  and  befriending  (139). 

By  the  beginning  of  the  70's,  suicide  prevention 
had  opened  a  door  in  the  extension  of  services  to 
troubled  people.  Throughout  the  country,  people 
have  volunteered  to  help  suicidal  persons.  We  have 
learned  that  people  will  call  for  help  in  a  suicidal 
crisis  and  we  need  to  learn  more  about  what  kind 
of  help  might  best  be  extended.  It  is  time  now  to 
experiment  with  additional  means  of  helping  sui- 
cidal people;  volunteers  may  be  in  the  unique  posi- 
tion to  try  new  methods.  Some  suggestions  for  ad- 
ditional services  which  might  be  offered  by  sui- 
cide prevention  volunteers  are  as  follows. 

Face-to-face  interviews  by  volunteers  trained  to 
conduct  brief  counseling  (four  to  eight  weeks)  might 
be  developed  on  the  model  of  professional  services. 

Befriending,  as  practiced  by  the  Samaritans  in 
England,  would  be  beneficial  for  many  socially  iso- 
lated people  who  may  reach  out  with  a  telephone 
call.  Suicide  prevention  workers  might  meet  infor- 
mally, with  the  goal  of  developing  an  ongoing, 
friendly  relationship. 

A  hospitality  house  or  friendship  house  might  be 
developed  by  a  suicide  prevention  group  which 
would  serve  not  only  lonely,  isolated,  and  depressed 
people,  but  might  also  be  useful  in  acute  suicidal 
crises.  This  might  be  modeled  on  the  Alcoholics 
Anonymous  program,  where  people  in  a  suicide  pre- 
vention group  might  be  available  to  go  out  to  some- 
one in  acute  crisis,  and  either  bring  him  in  to  the 
hospitality  house,  or,  if  possible,  stay  with  him 
during  a  bad  period. 

Training  for  these  new  methods  can  begin  with 
learning  the  techniques  practiced  by  people  who 
have  related  experience,  such  as  Samaritans  and 
Alcoholics  Anonymous.  What  is  most  important  is 
to  realize  that  we  need  to  learn  a  great  deal  more 
about  how  to  prevent  suicide.  Volunteers  are  a 
welcome  and  exciting  addition  to  the  professional 
and  paraprofessional  groups  who  deal  with  problems 
of  suicide.  They  are  exciting  because  they  can  ex- 
periment with  practices  which  may  serve  many  peo- 
ple who  are  not  served  by  professional  groups. 


D.     DISCUSSIONS  AND  CONCLUSIONS 

The  committee  has  emphasized  three  areas 
training  needs:  1.  development  of  more  professional 
leaders — especially  basic  researchers,  2.  greater  utili- 
zation of  nonprofessional  gatekeepers  in  clinical  emer- 
gencies, and  3.  wider  dissemination  of  suicide  pre- 
vention fundamentals  by  nonsuicidologists.  Suicid- 
ology  has  undergone  impressive  growth  during  the 
past  decade.  To  continue  to  develop  we  believe  be- 
havioral science  research  will  have  to  be  accented 
in  the  seventies.  This  means  among  other  things 
the  creation  of  comprehensive  suicide  prevention  cen- 
ters associated  with  universities.  What  is  sorely  needed 
is  a  multi-disciplinary  setting  in  which  pure  and 
practical  wisdom  coexist  and  are  exchanged.  Never- 
theless, in  training  diverse  types  of  suicidologists  we 
must  be  cautious  not  to  dilute  the  training.  A  good 
suicidologist  must  first  be  a  good  physician,  psy- 
chiatrist, psychologist,  social  worker,  nurse,  etc. 
This  means  encouraging  the  study  of  suicide  in 
existing  university  departments  of  medicine  and 
social  science.  More  courses  on  suicide  and  self- 
destruction  should  be  developed,  dissertations  on 
suicide  undertaken,  theoretical  and  empirical  meth- 
odology taught  to  suicidologists,  journal  clubs  started, 
clinically  relevant  basic  research  funded,  senior  fel- 
lowships offered,  basic  texts  on  suicidology  written, 
suicide  lethality  scales  developed — if  suicidology  is 
to  continue  its  development  as  a  science.  Control  of 
suicide  is  contingent  upon  accurate  prediction,  and 
prediction  is  only  possible  with  methodological  and 
empirical  savvy  about  the  dynamics  of  completed 
suicides. 

Clinically,  suicide  prevention  workers  need  to 
reach  out  more  into  suicidal  populations.  Decen- 
tralization of  services  into  regional  centers  should 
help,  but  is  not  in  itself  sufficient.  The  committee 
recognizes  the  need  for  face-to-face  interaction  with 
potential  suicides.  While  the  telephone  is  an  in- 
valuable aid  to  suicide  prevention,  it  should  not 
keep  us  from  seeing  patients,  using  indigenous  work- 
ers to  engage  high-risk  groups,  wherever  they  are 
located.  Referrals  are  essential  where  technical  ex- 
pertise is  called  for,  but  one  should  not  underesti- 
mate the  value  of  nonprofessional  "befriending." 
Ultimately  someone  has  to  care  for  and  about  the 
potential  suicide.  Halfway  houses  for  suicidal  indi- 
viduals have  been  suggested — a  kind  of  society  of 
suicides  ("SOS")  like  A  A  or  Synanon  is  worth  ex- 
perimenting with.  Trained  nonprofessional  volun- 
teers would  seem  to  be  tailor-made  for  these  pur- 
poses.  Such  volunteers  would   be  greatly  aided   by 
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a  comprehensive  training  manual  for  suicide  pre- 
vention, more  valid  lethality  rating  procedures,  and 
experience  in  investigating  completed  suicides  through 
the  coroner/medical  examiner's  office. 

Finally,  we  were  impressed  and  concerned  that 
what  is  already  known  about  the  principles  of  sui- 
cide prevention  is  not  being  adequately  conveyed 
to  those  individuals  actually  in  contact  with  would- 
be  suicides.  Hopefully,  through  the  use  of  trained 
teachers,  professors,  artists,  etc.,  the  public  stigma 
attached  to  suicide,  and  the  resultant  community 
denial  and  avoidance  of  self-destructive  individuals, 
can  be  minimized — to  the  end  of  providing  more  re- 
sponsible and  thorough  suicide  prevention  services. 
This  would  involve  better  matching  of  suicidal  per- 
sons with  existing  community  resources  and  at  the 
same  time  develop  more  imaginative  resources  for 
suicide  prevention  to  attract  previously  untouched 
suicidal  populations. 
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Daniel  J.  Lettieri,  Philip  May,  George  E.  Murphy,  Frank  J.  Sullivan 


I.     INTRODUCTION 
A.     Overview 

Research  remains  the  basic  process  for  furthering 
our  knowledge  of  suicide  and  its  prevention.  Many 
changes  have  occurred  in  the  publication  of  studies 
in  the  past  to  the  present,  marked  most  by  a  con- 
siderable increase  in  number.  More  of  the  writings 
have  emanated  from  psychology  and  psychiatry  in- 
stead of  sociology,  and  the  greater  proportion  of 
books  in  the  field  have  been  written  by  United 
States  writers,  from  16  per  cent  in  the  first  half  of 
this  century  to  67  per  cent  in  the  last  two  decades. 
The  content  of  the  publications  also  has  shifted 
from  primarily  descriptive  epidemiological  reports  to 
concern  with  the  many  varied  clinical  problems. 

Research  in  suicide  and  its  prevention  in  the  70's 
should  see  both  specific  and  necessary  changes.  A 
fundamental  recommendation  is  for  the  national 
Center  for  Studies  of  Suicide  Prevention  to  insist  on 
adequate  methodological  procedures  in  the  re- 
searches it  supports.  Basically,  what  is  needed  is 
greater  rigor  in  the  design  of  studies  and  more  so- 
phistication in  the  statistical  analyses.  The  program 
must  interest  other  than  the  usual  mental  health 
disciplines  (e.g.,  information  theorists,  communica- 
tion analysts,  etc.)  in  doing  research,  in  order  to  en- 
courage vitally  important  cross-fertilization  and  inter- 
action. Minimum  standards  for  reporting  of  popula- 
tions used  should  consist  of  predetermined  demo- 
graphical  and  biographical  data.  This  might  make 
more  feasible  the  use  of  a  national  data  bank  estab- 


lished by  the  national  Center  to  provide  data  for 
researchers  unable  to  accumulate  sufficient  cases 
from  their  own  sources. 

Researchers  are  also  strongly  urged  to  take  ad- 
vantage of  the  greater  power  provided  for  analysis 
of  results  by  the  advanced  statistical  techniques  cur- 
rently available  but  infrequently  used.  Four  pro- 
cedures in  particular  might  be  most  useful:  multiple 
regression,  discriminant  function  analysis,  factor 
analysis,  and  sequential   analysis. 

The  areas  of  research  can  be  ordered  for  priority. 
Highest  in  priority  is  the  field  of  identification, 
assessment  and  prediction.  The  primary  recommen- 
dations refer  to  methods  of  data  collection  and  to 
focus.  The  type  of  study  most  needed  should  be 
longitudinal  and  in-depth  investigations  which  will 
provide  information  about  the  course  of  suicidal 
behavior,  the  nature  of  its  development  and  ameliora- 
tion, and  the  process  of  its  reciprocal  impact  on  others 
and  self.  Rates  and  direction  of  changes  in  person- 
ality characteristics  are  some  of  the  potentially  im- 
portant clues  in  hypotheses  about  the  development 
of  "suicidal  personalities."  The  focus  may  be  on 
critical  variables,  such  as  lethality,  stress,  attitudes 
and  values,  time  perspective,  motivations,  shame, 
guilt  and  defensiveness,  and  self-evaluations.  Psycho- 
logical tests  or  modifications  of  them  have  been 
minimally  productive  as  measuring  instruments. 
Clinical  schedules,  empirically  derived,  have  proven 
most  useful  and  should  be  developed  further.  Some 
of  the  schedules  aim  at  assessment  of  suicidal  poten- 
tiality. Refinement  in  the  criteria  used,  the  complex- 
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ity  of  scoring  (for  example,  linear  versus  pattern 
scoring),  holds  promise  for  increased  validity  and 
reliability  of  the  schedule,  as  well  as  ease  of  use.  In 
addition,  it  is  now  known  that  the  suicidal  population 
consists  of  a  number  of  subgroups,  and  that  assess- 
ment, evaluation,  and  prediction  within  each  will 
vary.  The  most  immediately  rewarding  groups  for 
study  are  those  rated  as  highest  risk,  such  as  the  old 
and  alone,  and  those  with  prior  history  of  two  or 
more  serious  attempts.  Focus  might  be  on  refinement 
of  the  criteria  for  assessment  and  prediction  in  such 
subgroups. 

Three  areas  are  ranked  together  following  in 
priority:  effectiveness  and  effect,  developmental  cor- 
relates, and  biochemical  and  physiological  aspects. 
In  measuring  effectiveness,  systematic  evaluative  re- 
search has  been  hampered  by  the  lack  of  clear  goals 
to  serve  as  criteria  for  success  or  failure.  Seven  cri- 
teria have  been  used  most  often — visibility,  utiliza- 
tion, follow-up,  impact  on  local  suicide  rates,  profes- 
sional acceptance,  dissemination  of  experience,  and 
diminishing  of  taboos.  The  most  effective  criterion 
seems  to  be  follow-up,  observing  continued  or  new 
self-destructive  behavior,  report  by  the  patient  and 
others  on  his  own  emotional  and  suicidal  status,  and 
evaluation  of  the  patient's  lethality  by  means  of  an 
assessment  schedule.  The  latter  method  would  also 
contribute  to  knowledge  about  variations  in  suicide 
status  among  various  syndromes  identified  in  a  model 
of  the  suicide  population  of  any  community. 

Research  on  the  developmental  correlates  of  sui- 
cide have  also  produced  little  that  is  pathonomonic 
for  suicide  compared  with  emotional  disturbance  or 
illness.  Psychological  studies  have  attempted  to 
examine  such  factors  as  loss  of  significant  person 
early  in  life,  the  implantation  of  excessive  guilt  ten- 
dencies, anxiety  or  despair,  or  child-rearing  practices. 
Sociological  studies  have  looked  to  role  failure,  cul- 
ture trap,  social  inflexibility,  etc.  Longitudinal,  in- 
tensive studies  should  provide  information  for  this 
area.  > 

In  studying  biochemical  and  physiological  corre- 
lates, the  main  problem  continues  to  be  the  fact  that 
the  signals  identified  are  not  specific.  For  example, 
studies  in  distress  hormones,  and  the  hydroxycorti- 
costeroids  have  seemed  to  yield  promising  results. 
Attention  is  now  focusing  on  the  electrolytes  in  the 
brain  such  as  the  hydroxytryptamines.  It  is  possible 
that  patterns  of  indicators  may  yield  increasing 
accuracy. 

In  addition,  two  fields  of  research  were  considered 
important  but  were  ranked  low  on  priority  at  this 


time.  They  are:  indirect  self-destructive  behavior, 
epidemiology  and  demography. 

The  study  of  indirect  self-destructive  behavior  is 
important  based  on  the  approximation  provided  to 
normal,  everyday  behavior.  Studies  can  be  pursued 
of  activities  found  to  be  life-threatening,  life-shorten- 
ing (even  injurious)  or  life-limiting  and  life-con- 
stricting. Some  variables  are  time,  with  most  indirect 
self-destructive  behaviors  occurring  over  a  long 
period,  self-  versus  other-initiated  behavior,  and 
activity  having  an  impact  on  the  physiological  or 
psychological  functioning.  This  whole  new  area  re- 
mains to  be  developed,  with  promising  results  for 
understanding  of  self-destructive  phenomena  and 
personality  in  general. 

~  Epidemiological  and  demographic  studies  carried 
out  with  the  usual  purpose  of  providing  descriptive 
data  about  populations  or  subgroups  hold  little  fur- 
ther excitement.  We  already  know  essentially,  who, 
how,  where  and  when  about  suicides  in  terms  of  the 
usual  demographic  characteristics.  The  potential 
within  this  area  lies  in  greater  sophistication  in  the 
information  gathered  and  in  the  delineation  of  spe- 
cific subgroups  now  of  growing  concern,  e.g.,  the 
callers  of  the  suicide  prevention  centers.  Cross-cul- 
tural and  trans-national  studies  are  possible  with 
improved  techniques  for  measurement  and  with 
computer  availability.  The  usefulness  of  the  studies 
will  depend,  however,  on  some  prior  actions  to  which 
the  national  Center  is  urged  to  turn,  such  as  stand- 
ardization of  certification  of  death  procedures  and 
agreement  on  taxonomy  for  definition  of  the  event. 
Without  these,  the  data  gathered  are  too  often  non- 
comparable  and  the  conclusions  only  confusing.  . 

The  two  other  areas — primary  prevention  and 
treatment,  and  death  and  violence — were  focused 
on  only  briefly  because  they  are  the  subjects  for  other 
Sections  of  this  Task  Force.  Research  is  needed  to 
explore  methods  for  identifying  and  treating  high 
risk  subpopulations  in  the  community.  This  process 
of  making  available  a  service  before  the  crisis  occurs 
would  hopefully  be  preventive  in  blunting  or  abort- 
ing an  exacerbated  crisis. 

In  treatment  procedures  in  the  usual  agencies, 
such  as  the  suicide  prevention  center,  psychiatric  or 
social  work  clinic,  hospital  or  other,  the  research 
must  continue  to  examine  carefully  crisis  intervention 
procedures  for  appropriateness  and  efficiency.  Treat- 
ment of  long  term,  borderline,  chronic  cases  con- 
tinues to  be  the  most  difficult  problem.  Studies  of  the 
worker  in  suicide  prevention  provide  significant  in- 
formation for  most  effective  functioning. 
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The  area  of  attitudes  toward  death  and  violence, 
toward  the  terminally  ill,  and  toward  homicide 
establishes  an  important  framework  for  the  phe- 
nomena studied.  Suicide  is  only  one  form  of  death, 
and  feelings  about  both  death  and  suicide  shape  the 
behavior  of  the  suicidal  person  as  well  as  the  re- 
actions of  those  around  him. 


B.     Previous  Research  in  Suicide 

Research  in  suicide  has  become  more  difficult  to 
keep  up  with  in  the  past  decade.  Up  to  1950,  any 
person  interested  in  the  field  could  easily  keep 
abreast  of  the  work  being  done  and  not  fear  falling 
behind  in  his  reading.  But  this  has  changed  consider- 
ably, as  seen  in  the  Bibliography  on  Suicide  and  Sui- 
cide Prevention  recently  published  by  the  National 
Clearinghouse  for  Mental  Health  Information 
(1969)  -1  The  Bibliography,  which  lists  all  the  articles 
about  suicide  (except  those  clearly  medical)  published 
since  1897,  lists  approximately  2100  publications  in 
the  61  years,  from  1897  through  1957.  In  the  next 
decade,  1958  through  1967,  approximately  1200  items 
appeared,  an  increase  from  an  average  of  approxi- 
mately 34  items  each  year  to  an  average  of  about 
120  items  each  year,  or  about  fourfold.  In  addition, 
in  the  two  years  following,  1968  and  1969,  while 
the  list  is  still  incomplete,  publications  now  number 
about  360,  or  about  180  per  year,  a  sixfold  increase. 

The  number  of  books  on  suicide  in  the  several 
periods  gives  a  comparable  and  similar  indication 
of  the  growth  of  the  field.  In  the  first  61  years,  87 
books  appeared;  in  the  next  decade,  1958-1967,  there 
were  33  books;  and  in  the  last  two  years,  12  books 
were  published.  The  average  number  of  books  per 
year  for  each  period  was  1.4,  3.3,  and  6.0  respectively. 

It  is  interesting  to  note  the  changes  in  the  content 
of  the  publications  over  the  years.  We  recognize  that 
not  all  publications  may  be  classified  as  research,  but 
the  changes  in  the  content  do  lend  another  view  of 
the  shifting  foci  of  interest  in  the  field.  In  the  first 
61  years  we  find  that  41  percent  of  the  books  were 
in  the  psychiatric/psychological  area,  36  percent  in 
the  sociological  area,  and  23  percent  were  general 
or  miscellaneous.  In  the  next  decade,  1958-1967,  61 
percent  of  the  books  were  psychiatric/psychological, 
21  percent  of  the  books  were  sociological,  and  18  per- 
cent were  general.  In  the  last  two  years,  nine  of  the 


1  The  Bibliography  has  been  revised  and  updated  through 
1970,  and  will  be  available  in  Fall  1972. 


12  books,  or  75  percent,  were  psychiatric/psycho- 
logical, two,  or  16  percent,  were  sociological,  and 
one  or  8  percent,  was  general.  The  change  has  thus 
been  primarily  toward  more  concern  with  the  wide 
range  of  clinical  problems. 

In  addition,  in  the  1897  through  1957  period 
only  14  books,  or  16  percent,  were  by  United  States 
authors  while  73,  or  84  percent,  were  by  non-United 
States  authors.  In  the  1958  through  1967  period 
15,  or  45  percent,  were  by  domestic  authors  while 
18,  or  55  percent,  were  by  foreign  authors;  while  in 
the  1968-1969  period  eight,  or  67  percent,  were  by 
United  States  authors  and  four,  or  35  percent,  by 
foreign.  The  proportion  of  national  authors  over 
foreign  authors  has  increased  remarkably  within  the 
last  two  periods,  reflecting  the  greatly  increased  in- 
terest in  the  problem  in  this  country  over  the  last 
decade. 

The  general  content  area  of  the  journal  publica- 
tions for  the  last  two  periods,  1958-1967  and  1968- 
1969,  were  also  categorized  and  counted.  Some  areas 
have  remained  consistently  high  in  the  number  of 
publications  in  both  periods;  for  example,  articles 
concerned  with  demography  or  epidemiology  and 
with  investigations  of  suicide  methods  have  averaged 
around  12  per  year  for  each  of  the  two  periods. 
Another  large  group  has  been  articles  concerned  with 
adolescents  and  youth,  which  averaged  about  12  per 
year  during  the  first  period  and  increased  to  19  per 
year  during  the  last  two  years.  Approximately  five 
articles  a  year  were  written  on  or  about  general 
problems  of  treatment  during  the  first  period,  and 
about  seven  articles  a  year  were  written  in  the  last 
period.  The  study  of  the  use  and  abuse  of  drugs 
in  suicide  dropped  from  about  six  per  year  in  the 
first  period  to  three  per  year  in  the  second.  However, 
this  does  not  include  the  great  number  of  articles 
about  drugs  in  depression,  agitation,  and  other  psy- 
chological states. 

Some  areas  have  shown  a  definite  increase  of 
interest  as,  for  example,  assessment  of  suicide  po- 
tentiality, which  jumped  from  about  three  per 
year  to  about  nine  per  year.  Studies  of  suicide 
in  neuropsychiatric  hospitals  rose  from  four  per 
year  to  nine  per  year;  studies  of  psychoses  in  sui- 
cide from  two  per  year  to  six  per  year.  There 
has  been  a  marked  increase  in  the  number  of  articles 
on  prevention  and  prevention  services  from  four 
per  year  to  21  per  year,  while  the  examination  of 
psychological  and  biochemical  aspects  of  suicide 
rose  from  one  per  year  to  six  per  year.  There  has 
also  been  an  increase  from  three  to  eight  per  year 
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in  the  number  of  articles  on  depression,  and  articles 
on  suicide  in  other  cultures  have  increased  from 
practically  none  to  about  seven  per  year.  Of  addi- 
tional interest  is  the  fact  that  articles  on  indirect  or 
covert  suicidal  activity  have  increased  from  practi- 
cally none  in  the  first  period  to  about  three  per  year 
in  the  last  two  years. 

II.     METHODOLOGY 

Research  in  suicide  and  suicide  prevention  has 
moved  beyond  the  mere  collection  of  tabular  data 
for  descriptive  purposes.  Our  survey  of  the  field 
indicates  a  current  focus  of  interest  in  clinical  prob- 
lems and  an  accompanying  need  for  well  formulated 
experimental  procedures  for  identification  of  the 
problems,  as  well  as  appropriate  design  for  control 
of  variables,  and  application  of  sophisticated  tech- 
niques for  analysis  and  hypothesis  testing.  In  other 
words,  what  is  needed  is  greater  rigor  in  design  of 
studies  and  more  sophistication  in  the  processes  of 
conceptualization. 

Some  general  recommendations  may  be  made  first. 

A.  Involvement  of  Other  Disciplines 

One  urgent  recommendation  is  to  develop  an  ac- 
tive program  to  encourage  the  involvement  of  other 
disciplines  in  the  research  activities,  especially  those 
not  ordinarily  considered  in  the  field  of  mental 
health.  There  should  be  enthusiastic  soliciting  of 
researchers  from  such  fields  as  information  theorists, 
communication  analysts,  psycholinguistic  experts,  cul- 
tural anthropologists,  mathematicians,  political  econo- 
mists, philosophers,  and  others.  These  persons  may  be 
sought  on  the  university  campus,  in  industry,  or  in 
the  field.  Only  in  this  way  will  the  essential  cross- 
breeding and  interrelated  theoretical  contributions 
occur  that  are  so  necessary  for  viability  and  vitality. 

B.  Standardization  of  Criteria  for  Reporting 

Among  obvious  defects  in  many  studies  of  suicide 
up  to  the  present  are  that  (a)  they  are  based  on 
very  small  numbers  of  cases,  and  (b)  the  character- 
istics of  the  studied  samples  are  not  stated  clearly 
enough  to  determine  their  comparability  with  samples 
in  other  studies.  The  first  of  these  defects  might  be 
totally  eliminated  by  correcting  the  second.  Suicidolo- 
gists  deal  with  phenomena  of  relatively  low  incidence, 
and  their  study  methods  require  much  time  per  case. 
Therefore,  detailed  information  on  statistically  ade- 
quate, homogeneous  samples  and  subsamples  are 
slow  to  accumulate.  Indeed,  without  some  planning, 


this  accumulation  may  never  occur.  But  if  each  in- 
vestigator were  to  adhere  to  minimum  standards  for 
reporting  sample  characteristics,  then  samples  from 
different  investigators  could  be  combined  for  analy- 
sis, or  samples  which  differ  in  clearly  specified  ways 
can  be  compared  with  more  rigorous  tests  for  the 
effect  of  that  difference  on  the  incidence  of  suicidal 
behaviors. 

We  strongly  urge  that  the  following  sample  char- 
acteristics automatically  be  reported  in  all  studies 
relevant  to  suicide: 

1.  Demographic 

a.  Age  distribution.  If  ages  are  grouped,  the 
class  intervals  should  conform  to  current 
practices  in  census  and  vital  statistics  re- 
ports. 

b.  Sex  distribution 

c.  Race  distribution 

d.  Area  and  conditions  of  residence,  including 
census  tract  data,  if  possible 

2.  Biographical 

a.  Formal  educational  history 

b.  Occupational  history,  including  job  titles 
as  defined  in  U.S.  Dictionary  of  Occupa- 
tional Titles. 

c.  Religious  affiliation 

d.  Mental  health  history 

( 1 )  Hospitalizations 

(2)  Diagnoses 

e.  General  medical   history,    at   least   chronic 

illnesses  and  major  operations 

f.  Marital  history  and  present  status,  includ- 
ing children 

3.  The  joint  distributions  of  all  of  the  above.  For 
example,  if  a  sample  contains  both  men  and 
women,  the  age  distribution  for  each  sex 
should  be  given  separately.  If  race  is  also  a 
variable  then  the  age  by  sex  by  race  distribu- 
tion table  should  be  given.  The  major  point  of 
this  recommendation  is  that  broad  categories 
are  always  recoverable  (by  combining  suitable 
subgroups)  from  detailed  information;  fine 
categories  are  never  recoverable  from  broad 
ones,  nor  when  only  the  separate  distributions 
(marginal  totals)  of  several  characteristics  are 
reported. 

The  above  are  minimal  criteria.  Each  investigator 
should  be  urged  to  describe  his  samples  in  whatever 
additional  detail  he  chooses  to  use.  We  urge  that  high 
priority  be  given  to  the  development  of  uniform 
standards  of  sample  description  on  a  national  basis. 
The  editors  of  journals  in  the  field  should  be  re- 
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quested  to  install  such  uniform  reporting  on  sample 
characteristics  as  editorial  policy. 

C.    National  Data  Bank 

The  advantages  of  uniform  sample  description 
outlined  above  will  be  enhanced,  even  in  advance  of 
published  reports,  by  the  establishment  of  a  national 
data  bank  on  suicidal  behavior.  This  should  be  a 
computer-based  filing  system  containing  complete 
data  on  all  individual  cases  reported  to  it,  an  open- 
ended  record  format  to  permit  rapid  updating  of  files 
from  continuing  studies,  and  high-speed  retrieval  and 
printout  capabilities.  Ideally,  the  data  bank  should 
be  directly  accessible  by  remote  terminal  (teletype  or 
another  computer)  from  various  parts  of  the  country. 
The  size  and  cost  of  the  data  bank  installation  are 
determined  by  (a)  the  volume  of  information  to  be 
stored  in  it,  and  (b)  whether  it  is  to  perform  data 
analyses  in  addition  to  its  archival  functions. 

Limiting  the  data  bank  to  filing  and  retrieval  only 
would  require  a  relatively  small  computer  using  a 
common,  business-oriented  program  and  language 
(e.g.,  Gobol),  and  connected  to  an  indefinitely  ex- 
pandable set  of  storage  modules,  tape  or  disc.  Tape 
storage  is  the  less  expensive;  disc  storage  allows  much 
faster  access  and  uninterrupted  search  of  the  entire 
file.  This  archival  system  should  be  capable  of  pre- 
paring magnetic  tapes  for  any  information  in  the 
file,  properly  formulated  for  rapid  analysis  by  another 
computer,  using  an  analytic  language  such  as  Fortran 
or  Algol.  Fortran  IV  and  its  precursors,  developed 
by  IBM,  are  the  most  common  data  analytic  lan- 
guages used  in  the  United  States.  Algol,  a  more  flex- 
ible and  powerful  language,  is  more  widely  used  in 
Europe.  Programs  written  in  Algol  are  readily  trans- 
latable to  Fortran.  Translation  from  Fortran  to  Algol 
is  difficult  at  best,  and  may  be  impossible. 

The  addition  of  data  analytic  capability  to  a  com- 
puter filing  system  demands  a  much  larger  computer. 
The  efficient  operation  of  a  machine  capable  of  both 
functions  requires  accessory  equipment,  such  as  addi- 
tional storage  for  analysis  programs  and  subroutines. 
Also,  more  operating  and  maintenance  personnel  are 
required,  some  with  relatively  expensive '  levels  of 
expertise.  The  cost  of  operating  a  system  with  both 
filing  and  analytic  capabilities  could  triple  that  of 
the  filing  system  alone.  Whatever  its  analytic  cap- 
abilities, the  data  bank  should  provide  readily  avail- 
able information  about  the  kinds  of  data  it  contains. 
This  could  be  accomplished  by  direct  inquiry,  by  the 
circulation  of  a  periodic  bulletin,  or  both. 


D.    Improvement  of  Statistical  Analyses 

The  weakness  of  our  knowledge  of  prediction, 
assessment,  and  evaluation  of  prevention  services  is 
partly  traceable  to  the  fact  that  students  of  suicide 
have  not  availed  themselves  of  the  most  powerful 
and  appropriate  statistical  tools.  Some  of  these  avail- 
able, but  relatively  unused,  techniques  are  briefly 
described  below.  (See  footnote  2,  page  10.) 

1.  Multiple  regression  (MR).  This  technique  re- 
quires the  computation  of  correlation  coefficients 
among  any  number  of  "predictor"  variables  and  the 
"criterion"  trait  or  behavior  which  those  variables 
are  supposed  to  predict  (Peters  and  Van  Voorhis, 
1940).  In  its  wide  use  for  personnel  selection  in 
industry,  education,  and  military  services  the  almost 
universal  finding  is  that  using  a  "team"  or  "battery" 
of  predictors  conjointly  increases  the  predictive  effi- 
ciency over  the  use  of  any  single  predictor  used 
alone.  This  feature  should  be  utilized  vin  studies  on 
the  prediction  of  suicide.  For  example,  Diggory 
(1968)  pointed  out  that  Farberow,  Shneidman,  and 
Neuringer's  (1966)  data  could  be  analyzed  by  this 
method  with  a  resultant  gain  in  predictive  efficiency. 

Cohen  (1968)  has  reminded  us  that  MR  is  logi- 
cally and  mathematically  related  to  the  almost  uni- 
versally used  analysis  of  variance  (Fisher,  1936, 
1937).  The  outputs  of  the  two  computational  proc- 
esses are  identical  F-ratios  for  testing  the  significance 
of  differences  on  the  predicted  variable  as  a  function 
of  differences  on  the  prediction  variables,  whether 
the  latter  are  considered  singly,  all  together,  or  in 
any  desired  combination  of  subsets.  Given  this  iden- 
tity of  outputs,  MR  has  the  following  advantages 
over  analysis  of  variance: 

a.  Though  psychologists  have  shied  away  from 
MR  because  of  the  length  and  tedium  of  the 
computations  it  demands,  that  objection  is  no 
longer  appropriate  given  the  availability  of  com- 
puters. Also,  MR  has  the  operational  advantage 
over  analysis  of  variance  in  that  any  large  com- 
puter center  has  usable  MR  programs  on  hand, 
but  few  have  generally  applicable  analysis  of 
variance  programs. 

b.  Analysis  of  variance  is  most  appropriate  for 
fixed  design  experiments  in  which  the  independent 
variables  rarely  run  to  more  than  two  levels 
(dichotomies).  If  an  independent  variable  is 
measured  on  a  continuum  (e.g.,  intelligence,  some 
personality  scales,  some  physiological  measures)  its 
distribution  is  usually  dichotomized  for  analysis 
of  variance,  with  consequent  loss  of  the  precision 
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available  in  the  original  measures.  This  defect  is 
avoided  by  the  MR  procedure.  In  addition,  in  the 
analysis  of  variance  method  not  all  the  subjects 
available  are  used;  equal-sized  subgroups  are  se- 
lected from  each  of  the  arbitrary  dichotomies  with 
resultant  loss  of  discriminant  power  by  an  artifical 
reduction  of  N  and  distortion  of  variance  estimates. 
This  defect,  too,  is  avoided  in  MR  analyses. 

c.  The  addition  of  a  single  variable  to  an  ex- 
periment using  the  Fisher  analysis  of  variance 
model  often  doubles  the  number  of  subjects  re- 
quired. When  new  subjects  are  added,  the  entire 
computational  routine  must  be  done  again,  and  its 
size  may  now  exceed  the  limits  of  the  analysis  of 
variance  program  available.  For  MR  analysis  a  new 
variable  can  be  added  simply  by  measuring  it  on  the 
same  subjects  and  computing  its  correlations  with 
each  of  the  other  variables.  Correlations  already 
computed  do  not  have  to  be  done  again.  Thus, 
MR  is  open-ended  in  a  sense  which  analysis  of 
variance  is  not. 

2.  Discriminant  function  analysis.  This  is  a  power- 
ful method  which  logically  extends  from  MR  meth- 
ods. It  answers  questions  of  the  following  general 
form:  given  two  groups  of  individuals  (e.g.,  married 
vs.  divorced),  what  numerical  weights  should  be 
assigned  to  each  of  a  group  of  predictors  to  distin- 
guish reliably  between  the  two  groups.  The  major 
hurdle  of  extensive  computation  (correlation  co- 
efficients) no  longer  exists  with  computers  available. 
Often  the  suicide  researcher  is  interested  in  dis- 
tinguishing between  two  or  more  sub-groups  of  sui- 
cidal individuals  (e.g.,  threateners  vs.  attempters  vs. 
completers,  or  low  lethality  vs.  high  lethality  suicidal 
persons,  etc.).  Essentially,  discriminant  function 
analysis  assigns  weights  to  each  of  the  test  variables 
within  each  of  the  pre-selected  criterion  groups  such 
that  the  resultant  weights  are  those  which  maximally 
differentiate  the  groups.  The  primary  decision  which 
researchers  must  make  before  analysis  is  begun  con- 
cerns the  separation  of  the  groups  on  the  criterion. 
Depending  on  the  intent  of  the  research  and  the 
type  and  amount  of  available  data,  discriminant 
function  analysis  can  be  of  indispensable  assistance  in 
rigorously  differentiating  two  or  more  criterion 
groups  on  the  basis  of  the  available  psychological, 
biochemical,  demographic  data. 

While  it  should  be  clear  that  this  analytic  proce- 
dure is  extremely  valuable  for  diagnostic  assessment 
and  evaluation  of  suicidal  individuals,  its  use  need 
not  be  limited  to  cross-sectional  investigations.  For 
example,  it  is  not  unreasonable  to  suggest  that  the 


groups  to  be  distinguished  can  be  composed  of  the 
same  persons  observed  at  different  states  or  stages  of 
suicidality.  In  short,  temporal  investigations  of  states 
before,  during  and  after  suicidal  episodes  could  be 
appropriate. 

3.  Factor  analysis.  Factor  analysis  has  been  vir- 
tually absent  from  the  statistical  procedures  used  in 
suicide  research.  Again,  it  has  been  only  with  the 
advent  of  the  high  speed  computers  that  researchers 
have  begun  to  tap  the  relatively  vast  potential  af- 
forded by  the  factor  analytic  methods.  Factor  analy- 
sis is  best  viewed  as  a  set  of  mathematical  aids  for 
the  examination  of  patterns  of  correlations.  The  out- 
put of  the  analysis  is  a  factor — viz.,  a  cluster  or  set 
of  variables  which  are  correlated.  It  is  then  the 
researcher's  task  to  interpret  (and  label)  each  factor. 
Thus,  the  method  per  se  is  empirical  and  atheoretical, 
while  the  final  product  is  a  blend  of  empirical  data 
(factors)  and  the  theoretician's  insight.  The  out- 
standing attribute  of  the  method  is  its  distillation  of 
large  quantities  of  data  to  smaller,  more  manageable 
size. 

One  aid  in  conceptualizing  factor  analytic  proce- 
dures is  in  terms  of  the  three  data-source  components 
inherent  in  the  actual  computation  of  factors.  The 
three  data-source  components  are  (1)  persons,  (2) 
test  measures,  and  (3)  testing  occasions  or  situations. 
The  first  step  in  analysis  is  the  establishment  of  a 
correlation  matrix  in  which  any  two  of  the  three 
components  are  observed  in  multiple  fashion,  while 
the  third  component  is  held  constant  (observed  once) . 
Thus,  there  are  essentially  six  basic  factor  analytic 
research  designs  (3x2)  which  have  been  designated 
as  O,  P,  Q,  R,  S,  and  T  designs.  The  overwhelming 
bulk  of  the  psychological  literature  has  focused  on  the 
R  and  Q  designs.  These  two  designs  employ  the 
testing  of  multiple  persons  on  multiple  measures  or 
items  on  one  testing  occasion.  In  short,  a  group  of 
subjects  is  administered  a  test  battery  once. 

Table  1  presents  the  six  factor  analytic  designs. 
R  and  Q  designs  are  well  suited  for  one  time  testing, 
and  in  that  regard  may  be  appropriate  in  cross- 
sectional  studies.  The  R  design  examines  correlations 
among  measures,  resulting  in  various  personality 
variable  typologies,  while  Q  design  correlates  persons 
thus  affording  person  typologies.  The  remaining  four 
designs  which  utilize  multiple  testing  occasions  seem 
particularly  suited  for  data  collected  longitudinally 
or  repeatedly  over  time.  In  the  O  and  P  designs, 
data  from  a  single  person  are  analyzed.  The  O  de- 
sign examines  correlations  among  testing  occasions, 
and  here  the  researcher  may  ask  the  person  to  re- 
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spond  to  some  test  battery  under  (a)  various  experi- 
mentally controlled  testing  situations  such  as  instruc- 
tions to  answer  the  questions  as  if  the  person  were 
seriously  contemplating  suicide,  depressed,  euphoric, 
etc.,  or  (b)  at  the  time  of  naturally  occurring  situ- 
ational states  such  as  pre-  and  post-suicide  attempt 
periods.  What  is  sought  is  a  typology  of  situations; 
that  is,  what  situations  seem  to  cling  together.  One 
may  wish  to  explore  a  particular  individual's  con- 
ception of  what  are  potentially  suicidogenic  situa- 
tional stressors.  Diagnostic  and  intervention  proce- 
dures might  be  enhanced  with  information  on  the 
lethal  potentiality  of  certain  situation-environment 
conditions. 

Table  1.     Six  basic  factor  analytic  designs 


Components 

Design 

Persons 

Measures 

Test 

occasions 

Procedure 

R 

many 

many 

one 

correlate 
measures 

Q 

many 

many 

one 

correlate 
persons 

O 

one 

many 

many 

correlate 
occasions 

P 

one 

many 

many 

correlate 
measures 

S 

many 

one 

many 

correlate 
persons 

T 

many 

one 

many 

correlate 
occasions 

On  the  other  hand,  a  suicide  researcher  may  wish 
to  find  enduring  personality  variable  typologies  in  a 
special  or  representative  individual.  Here  the  P 
design  is  heuristic  in  examining  the  patterns  of  cor- 
relations of  certain  personality  measures  over  time. 
Such  a  procedure  would  allow  one  more  fully  to 
examine  and  test  the  notion  of  suicidal  personality 
syndrome  or  syndromes.  Numerous  variants  are  pos- 
sible even  within  the  P  design  framework.  The  data 
from  the  single  subject  might  be  substituted  for  the 
average  scores  from  a  homogeneous  subgroup  of 
similar  individuals. 

The  S  and  T  designs  have  been  totally  unexplored 
in  the  psychological  literature.  A  typical  S  design 
might  take  one  composite  index  of  euphoria- 
dysphoria  (or  suicide  potentiality,  etc.),  and  examine 
whether  the  persons  tested  grouped  themselves  in  a 
similar  way  (are  correlated)  over  time  (over  testing 
occasions).  A  developmental  or  longitudinal  profile 
results  and  the  researcher  may  note  which  individuals 
are  in  phase  with  each  other   (and  perhaps  consti- 


tute a  subgroup  or  type).  T  design  studies  on  the 
other  hand  allow  for  delineation  and  differentiation 
of  selected  situation-environment  conditions.  Thus, 
correlations  between  various  testing  occasions  would 
provide  a  picture  of  which  occasions  or  situations 
were  associated.  In  this  regard,  longitudinally  col- 
lected data  on  many  persons  could  be  used  to  assess 
critical  periods  or  situations  in  the  life  of  various 
suicidal  persons.  Clearly  the  determination,  and  by 
extension,  prediction  of  potentially  suicidal  conditions 
would  be  of  indispensable  value  for  the  investigator 
of  suicide. 

Another  mode  of  application,  perhaps  conceptually 
and  empirically  safer,  is  that  which  considers  factor 
analyses  as  descriptive  statistics  analogous  to,  but 
more  complex  than,  the  familiar  measures  of  central 
tendency,  variability,  and  relationship.  Taken  this 
way,  factor  analyses  provide  exciting  and  fruitful 
ways  to  describe  complex  differences  between  groups. 
Illustrations  of  the  application  can  be  found  in  Dig- 
gory  (1953)  andLettieri  (1970). 

It  has  been  our  intent  merely  to  acquaint  the  re- 
searcher with  the  potentially  heuristic  value  of  cer- 
tain factor  analytic  procedures.  Further  discussions 
of  factor  analytic  procedures  and  designs  can  be 
found  in  Cattell  (1952),  Harman  (1960),  Nunnally 
(1955,  1967)  and  Shontz  (1965). 

4.  Sequential  analysis.  This  set  of  techniques  was 
invented  by  Abraham  Wald  (1947)  and  his  col- 
leagues in  the  Statistical  Research  Group  (1945)  at 
Columbia  University,  in  testing  improved  quality 
control  in  civilian  and  military  manufacturing  proc- 
esses (Churchman,  1951).  The  term  "sequential" 
applies  to  the  way  the  data  are  inserted  into  the 
testing  procedure.  The  method  is  indifferent  to  how 
the  data  were  ordered  in  "real  time."  Its  attractive- 
ness to  suicide  researchers  lies  in  its  ability  to  detect 
significant  variations  in  rates  of  phenomtr.a  of  very 
low  incidence — a  feature  of  both  suicide  "attempt" 
and  "commit"  rates  about  which  the  attitudes  of 
suicide  experts  currently  range  from  self-pity  to 
paranoia.  For  instance,  a  manufacturer  may  use 
sequential  analysis  to  decide  whether  two  assembly 
lines  are  producing  significantly  different  number  of 
defective  units  when  the  sample  defective  rate  for 
one  line  is  1.5  percent  and  the  other  yields  1.0  per- 
cent defectives. 

The  main  labor  involved  in  the  use  of  this  test 
lies  in  (a)  choosing  the  appropriate  mathematical 
probability  model,  (b)  deciding  on  the  appropriate 
decision  parameters,  and  (c)  calculating  the  neces- 
sary decision  functions  which  may  be  set  up  either  as 
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graphic  or  tabular  displays.  With  experience  the 
first  two  of  these  processes  take  little  time,  and  the 
third  may  be  accomplished  in  from  3  to  20  minutes, 
depending  on  whether  one  uses  a  computer  or  a 
desk  calculator.  The  "decision  parameters"  referred 
to  in  (b)  are  the  probability  (alpha)  of  being  wrong 
in  rejecting  a  null  hypothesis  at  one  of  the  conven- 
tionally tabled  "confidence  levels,"  .05  or  .01;  and 
the  probability  (beta)  of  being  wrong  when  a  null 
hypothesis  is  not  rejected.  Sequential  analysis  is  the 
only  statistical  method  which  demands  that  both 
of  these  probabilities  (experimenter's  risks)  be  speci- 
fied before  a  decision  about  the  data  can  be  reached, 
that  is,  both  the  risk  probabilities  must  be  specified 
numerically  in  the  test  calculations. 


III.     STATUS  OF  CURRENT  AND  PRIOR  RESEARCH 

In  this  section  we  turn  to  an  examination  of  spe- 
cific areas  in  suicide,  some  of  which  have  seen  a 
great  amount  of  research  and  an  accumulation  of  a 
broad  base  of  information,  while  others  have  not. 
The  present  status  of  our  knowledge  in  each  area 
on  the  basis  of  past  and  current  research  is  described 
and  the  possible  areas  of  future  focus  are  suggested. 
In  those  areas  where  little  has  been  done,  the  dis- 
cussion consists  primarily  of  the  questions  yet  facing 
us  and  some  suggestions  of  new  research. 

Nine  areas  are  listed  in  terms  of  priority  for  at- 
tention and  concentrated  effort.  The  area  with  high- 
est priority  is  research  in  (A)  identification,  assess- 
ment and  prediction.  Three  areas  ranked  equally  in 
priority  follow:  (B)  effectiveness  and  effect;  (C) 
developmental  correlates;  and  (D)  biochemical  and 
physiological  correlates.  Three  areas  of  lower  priority 
are:  (E)  indirect  self-destructive  behaviors;  (F) 
epidemiology  and  demography;  and  (G)  primary 
prevention.  Two  additional  areas  (H)  treatment,  and 
(I)  death  and  violence  are  mentioned  only  briefly, 
inasmuch  as  they  are  treated  at  length  in  other  sec- 
tions of  this  Task  Force  Report. 

A.    Identification,  Assessment  and  Prediction 
of  Suicide 

Increased  awareness  and  willingness  to  work  on 
the  problem  of  suicide  within  the  general  public  and 
the  mental  health  profession  has  emphasized  specific 
aspects,  especially  the  need  to  evaluate  accurately 
the  suicidal  behavior  and  the  degree  of  potential 
lethality  in  the  individual.  Of  course,  such  judgments 
had  always  been  made  in  the  past,   that  is,   how 


severe  is  it,  should  help  be  sought,  should  the  patient 
enter  a  hospital,  does  he  require  special  observation 
in  a  hospital,  can  he  be  released,  etc.?  But  hereto- 
fore these  had  been  judgments  made  on  the  basis 
of  individually  accumulated  clinical  experiences, 
which  were  subject  to  challenge  for  validity  and  re- 
liability. (See  footnote  2,  page  10.) 

With  the  expansion  of  services  and  the  burgeoning 
of  interest,  attention  has  been  turned  to  the  task  of 
identification,  assessment  and  prediction,  and  for  an- 
swers to  the  questions  of  for  whom,  when,  and  for  how 
long.  Thus,  the  task  is  somewhat  different  for  the 
populations  now  using  the  services  of  suicide  preven- 
tion centers  from  what  it  is  for  the  population  in  a 
neuropsychiatric  hospital  ward,  or  on  a  terminal  illness 
ward  of  a  general  medical  and  surgical  hospital,  or  in 
the  confines  of  a  nursing  home,  or  in  the  practice  of  the 
general  practitioner  in  the  community.  Some  efforts 
have  been  made  in  the  past  decade  to  devise  measures 
for  assessing  and  evaluating  in  the  groups  referred 
to  above,  by  using  already  available  psychological 
test  instruments,  or  modifications  of  them,  or  by 
applying  empirical  criteria  derived  from  clinical  ex- 
perience. 

1.  Psychological  tests.  The  use  of  psychological 
tests  to  differentiate  suicidal  from  nonsuicidal  be- 
havior and  to  assess  or  predict  the  degree  of  self 
destructiveness  in  the  suicidal  behavior  has  been 
minimally  productive,  in  part  because  of  the  low  base 
ratio  of  suicide  and  in  part  because  the  population 
available  for  study  is  not  identical  with  the  popu- 
lation of  suicides  (or  of  those  who  will  become 
suicides).  More  probably,  the  cross-sectional  applica- 
tion of  the  tests  may  be  at  fault.  It  is  well-known 
clinically  that  a  person  may  be  suicidal  today  and  yet 
not  have  been  suicidal  last  month,  or  he  may  not  be 
suicidal  a  month  from  now.  There  is  question  if 
psychological  tests,  whether  projective  or  objective 
assessments,  can  tap  such  undefined  potential  as 
tendencies  toward  self-destruction.  In  all  probability 
it  is  the  changing,  rather  than  the  unchanging  char- 
acteristics of  the  individual  that  will  prove  predic- 
tive. By  testing  at  intervals  cohorts  of  high  risk 
individuals  it  should  be  possible  to  correlate  succes- 
sive test  results  with  at  least  self-reports  of  the  fluc- 
tuations in  severity  of  suicidal  ideation.  Not  only  may 
longitudinal  studies  help  to  distinguish  the  serious 
from  the  non-serious,  but  also  they  may  uncover 
more  reliable  or  more  discriminating  danger  signals. 

The  efforts  in  the  psychological  tests  in  the  past 
have  been  made  primarily  with  the  commonly  used 
tests,  such  as  the  Rorschach,  Thematic  Apperception 
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Test  (TAT),  Bender-Gestalt,  Sentence  Completion, 
Minnesota  Multiphasic  Personality  Inventory 
(MMPI)  and  others.  These  are  reported  below. 

a.  Rorschach.  Explorations  with  the  Rorschach 
have  produced  mixed  results.  Martin  (1960)  col- 
lected a  group  of  signs  as  indicative  of  suicidal  in- 
tent, based  on  a  comparison  of  Rorschachs  of 
hospitalized  suicide  attempters  and  nonsuicide 
controls.  A  number  of  studies  then  tested  Martin's 
signs  in  order  to  determine  their  usefulness,  e.g., 
Daston  and  Sakheim  (1960)  and  Weiner  (1961) 
found  the  signs  to  be  significantly  related  to  sui- 
cide attempts;  while  Neuringer,  McEvoy,  and 
Schlessinger  (1965)  found  that  the  checklist  did 
not  significantly  differentiate  between  female  sui- 
cides, neuropsychiatric  controls,  criminal  offenders 
and  normal  subjects.  Cutter,  et  al.  (1968)  found 
increased  usefulness  of  the  sign  approach  when  he 
added  two  elements  to  his  study  of  a  group  of 
committed  suicides,  the  evaluation  of  suicidal  in- 
tent and  a  division  based  on  the  time  interval  be- 
tween the  test  and  the  date  of  suicide. 

Some  investigators  have  attempted  to  determine 
suicidal  potentiality  from  responses  to  specific 
areas  of  the  Rorschach.  Appelbaum  and  Holzman 
(1962),  and  Appelbaum  and  Colson  (1968)  re- 
ported that  a  color  shading  response  in  color  areas 
occurred  significantly  more  often  among  patients 
who  had  attempted  suicide  than  among  those  who 
had  not.  Cooper,  Bernstein  and  Hart  (1965)  and 
Drake  and  Rusnak  (1966)  tried  to  validate  Sapol- 
sky's  (1963)  contention  that  a  response  to  D6  on 
Card  VIII  of  the  Rorschach  differentiated  between 
suicidal  and  nonsuicidal  ideators,  but  both  studies 
failed  to  support  the  claim.  Costello  (1958)  found 
some  positive  evidence  that  Rorschach  determi- 
nants might  discriminate  between  suicidal  and 
nonsuicidal  patients.  Piotrowski  (1968),  reviewing 
the  use  of  projective  tests  in  general  and  the 
Rorschach  in  particular,  concluded  that  while  it 
may  help  identify  patients  with  suicidal  trends,  it 
was  impossible  to  predict  the  timing  of  a  completed 
or  attempted  suicide  on  the  basis  of  any  psycho- 
logical test. 

Cutter  and  Farberow  (in  press)  have  used  the 
consensus  Rorschach  with  suicidal  patients  and 
their  families  and  have  claimed  that  the  process 
of  interacting  with  others  in  the  task  of  arriving  at 
agreed  responses  yields  valuable  insights  into  role 
conflict  resolution  and  nature  of  significant  rela- 
tionships. They  have  also  explored  the  use  of  the 
consensus   Rorschach  varying  the  groups    (peers, 


doctor-patient,  employer-employee)  and  the  time 
(repeated  administrations  to  one  patient  and  his 
group),  Cutter  and  Farberow  (1968). 

b.  Thematic  Apperception  Test.  Use  of  the 
TAT  has  yielded  generally  negative  results.  Efforts 
to  explore  hostility  reactions  on  the  basis  of  com- 
parison of  responses  of  hospitalized  patients  by 
McEvoy  (1963)  and  Hafner  and  Kaplan  (1960) 
yielded  no  consistent  patterns.  Shneidman  and  Far- 
berow (1958)  tried  Friedman's  (1958)  technique 
of  Q-sorting  for  attributes  of  the  TAT  hero  but 
found  that  this  technique  did  not  yield  adequate 
discrimination  between  suicidal  and  nonsuicidal 
subjects. 

c.  Bender-Gestalt  and  Sentence  Completion. 
Use  of  ten  signs  on  the  Bender-Gestalt,  according 
to  Nawas  and  Worth  (1968)  seemed  to  yield 
only  questionable  predictions,  while  Efron  (1960) 
felt  that  the  use  of  the  Sentence  Completion 
Test  to  determine  suicidal  behavior  depended 
primarily  upon  the  skill  and  experience  of  the 
tester  rather  than  the  test. 

d.  Minnesota  Multiphasic  Personality  Inven- 
tory. The  MMPI  has  possibly  been  the  most  con- 
sistent psychological  test  to  yield  positive  indica- 
tions of  success  in  differentiating  and  predicting 
suicidal  behavior.  Early  studies  by  investigators  at 
the  Minneapolis  Veterans  Administration  Hospital 
and  the  University  of  Minnesota  (Simon,  1950; 
Simon  and  Hales,  1949;  Rosen,  Hales  and  Simon, 
1954;  and  Simon  and  Gilberstadt,  1958)  used  the 
MMPI  with  groups  of  hospitalized  suicidal  pa- 
tients and  controls.  The  last-named  study  included 
completed  suicides,  and  found  them  to  be  most 
similar  to  the  attempted  suicide  group  and  to  the 
nonsuicidal  controls.  The  threat  group  was  readily 
distinguished  from  all  others.  These  results  were 
similar  to  Farberow's  (1950)  study,  which  the 
Rosen,  Hales  and  Simon  research  replicated.  Far- 
berow's groups  included  threatened  suicides,  at- 
tempted suicides  and  nonsuicidal  controls,  and  also 
divided  them  into  serious  and  non-serious.  In 
general,  the  threatened  suicide  group  produced 
the  most  markedly  disturbed  profile.  Simon  and 
Hales  (1949)  and  Broida  (1954)  found  the  De- 
pression scale  to  be  markedly  elevated  but  later 
replications  did  not  verify  this.  Indeed,  there  has 
been  no  substantial  evidence  for  the  usefulness  of 
any  single  MMPI  scale  for  identification  of  sui- 
cidal behavior. 

Attempts  have  been  made  to  differentiate  sui- 
cidal persons  on  the  basis  of  an  item  analysis  of 
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the  MMPI.  Farberow  and  Devries  (1967)  derived 
a  52-item  scale  from  a  replicated  study  of  a  hos- 
pitalized population  of  completed,  attempted,  and 
threatened  suicides  and  nonsuicidal  controls.  The 
scale  seemed  to  differentiate  threat  suicidal  pa- 
tients from  all  other  groups.  Devries  and  Farberow 

(1967)  attempted  to  identify  common  MMPI 
profiles,  using  a  multivariate  profile  analysis  with 
six  of  the  scales  D,  Pd,  Pt,  Sc,  Pa  and  Ma,  and 
again  found  some  usefulness  of  this  approach  in 
differentiating  threat  suicides  from  other  groups. 
When  Devries  (1966)  added  another  group  of 
patients  who  had  both  threatened  and  attempted, 
he  obtained  similar  results.  He  reported  (1967) 
that  by  controlling  for  variables  such  as  diagnosis, 
education,  marital  status,  number  of  hospitaliza- 
tions, etc.,  the  differentiating  ability  of  the  MMPI 
could  be  increased.  Devries  (1967)  also  made  up 
an  MMPI-like  schedule  with  55  items  culled  from 
the  literature,  which  he  called  the  Suicide  Poten- 
tial Personality  Inventory.  When  applied  to  a 
population  of  hospitalized  suicidal  patients,  he 
found  the  same  results — the  threat  suicides  con- 
tinued to  stand  out  from  all  the  others. 

e.  Other  tests.  McNeal  and  Johnston  (1966) 
surveyed  objective  paper  and  pencil  tests  to  deter- 
mine predictive  ability,  and  concluded  that  such 
instruments  have,  as  yet,  failed  to  improve  on  the 
use  of  clinical  signs  for  suicide. 

Rudin  (1968)  has  reported  an  intriguing  result: 
that  examination  of  the  content  of  children's 
stories  from  16  countries  for  motivation  of  power 
significantly  predicted  death  rates  25  years  later, 
due  to  murder,  suicide  and  sclerosis  of  the  liver. 
This  kind  of  analysis  holds  interesting  possibilities 
for  correlations,  especially  between  cultural  in- 
fluences and  social  indices.  Gorceix  and  Zimbacca 

(1968)  conducted  a  vast  and  extensive  inquiry 
into  the  usefulness  of  psychological  tests  with  sui- 
cide attempters  admitted  to  a  poison  control  center 
in  Paris.  They  used  the  Rorschach,  MMPI,  Binois- 
Pichot  Vocabulary  Test  and  Benton's  Visual  Re- 
tention Test  and  found  "scanty  results."  In  general, 
no  specific  psychological  pattern  related  to  suicidal 
behavior  could  be  discovered. 

2.  Clinical  schedules.  Otto  (1964)  studied  Swed- 
ish children  and  adolescents  for  changes  in  pre- 
suicidal  behavior  and  found  the  most  common 
change  to  consist  of  neurotic  depressive  symptoms  of 
anguish,  agitation,  insomnia  and  various  psychoso- 
matic disturbances.  Hirsh  (1960)  found  the  LAD 
(loss,  aggression  and  depression)  syndrome  in  adults 


constituted  the  core  for  later  suicides.  In  addition, 
there  was  a  history  of  emotional  and  physical  illness, 
a  pattern  of  preoccupation  with  death  and  desire  to 
die,  frequent  and  repeated  communication  of  sui- 
cidal ideas  and  fantasies,  and  statements  of  intent 
and  repeated  attempts. 

a.  Schedules  from  hospital  patients.  Studies  of 
populations  of  suicidal  patients  among  psychiatric 
hospital  populations  have  yielded  some  useful 
schedules.  Farberow,  Shneidman  and  Leonard 
(1962)  studied  schizophrenic  suicidal  patients  and 
listed  criteria  describing  one  consistent  group 
which  they  called  dependent-dissatisfied  group. 
Additional  studies  on  patients  with  malignant 
neoplasms  (Farberow,  Shneidman  and  Leonard, 
1963)  and  cardiorespiratory  patients  (Farberow, 
McKelligott,  Cohen  and  Darbonne,  1966)  con- 
firmed the  concept  of  the  dependent-dissatisfied 
patient  in  general  medical  and  surgical  hospital 
populations.  Farberow  and  McEvoy  (1966)  found 
four  kinds  of  suicides  among  anxiety  depressive 
neurotics:  object-loss,  involutional,  medical  and 
egoistic.  A  number  of  clues  seemed  to  differentiate 
the  suicidals  from  the  nonsuicidals,  such  as  poor 
prognosis,  suicidal  history,  changes  in  family  unity, 
social  isolation,  negative  reactions  to  staff  and 
hospital,  and  others.  Flood  and  Seager  (1968) 
compared  the  case  histories  of  75  patients  who 
subsequently  committed  suicide  with  two  control 
groups  and  found  the  most  striking  feature  of  the 
suicide  group  was  the  high  incidence  of  disturbed 
relationships  with  staff,  resulting  in  premature 
discharge,  often  against  medical  advice.  Singer  and 
Blumenthal  (1969)  described  a  list  of  about  14 
clinical  symptoms,  for  example,  suicidal  ideation, 
verbalization  of  aggression,  strong  feelings  of  re- 
crimination, self-accusations,  and  others,  which 
they  felt  occurred  in  patients  who  were  depressed 
and  who  might  conceivably  make  a  suicide  at- 
tempt. Although  no  one  sign  was  significant,  when 
the  signs  occurred  in  combination,  the  patient 
may  be  considering  suicide.  Patrick  and  Overall 
(1969)  examined  clinical  rating  profiles  of  psy- 
chiatric patients  who  had  made  suicidal  gestures 
and  felt  they  had  exhibited  more  severe  anxiety 
and  depression  than  other  kinds  of  psychiatric  ad- 
missions. However,  they  did  not  consider  an  analy- 
sis of  symptom  rating  profiles  as  very  productive. 
Dean,  Miskimins,  DeCook,  Wilson  and  Maley 
(1967)  and  Miskimins  and  Wilson  (1969)  re- 
ported a  suicide  potential  scale  consisting  of  a 
23-item   checklist   derived   from   the   demography 
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and  personality  factors  of  institutionalized  psy- 
chiatric patients  who  committed  suicide.  This 
checklist  was  later  revised  to  16  items  which  con- 
sisted of  data  from  admission,  a  social  history 
form,  mental  status  summary,  disposition  summary, 
and  others.  Bolin,  Wright,  Wilkinson  and  Linder 
(1968)  surveyed  suicide  among  patients  on  home 
leave  from  mental  hospitals  and  found  the  rate 
to  be  very  high,  with  differentiation  occurring  in 
items  related  to  physical  health,  real  or  imagined 
loss,  previous  suicide  threats  and  attempts  and 
length  of  the  most  recent  hospitalization. 

Fawcett,  Leff  and  Bunney  (1969)  suggested 
that  clues  may  be  obtained  from  interpersonal 
communication  analysis  of  suicidal  patients.  They 
found  that  interpersonal  incapacity,  marital  iso- 
lation, help  negation  and  distorted  communication 
of  dependency  wishes  separated  a  high  risk  group 
from  a  moderate  and  low  risk  group.  Acute 
features  also  differentiated  the  groups,  e.g.,  com- 
munication of  suicidal  intent,  stated  intent  to  die, 
and  behavioral  change  prior  to  the  suicidal  at- 
tempt. They  felt  that  this  schedule  helped  to 
differentiate  between  patients  who  are  high  sui- 
cidal risk  and  need  hospitalization  and  those 
patients  who  require  less  intense  concern. 

b.  Suicide  assessment  schedules  for  non-hospital 
patients.  The  most  widely  used  schedule  for  assess- 
ing suicidal  risk  has  been  developed  at  the  Los 
Angeles  Suicide  Prevention  Center.  The  schedule 
consists  of  criteria  and  their  sub-items  accumulated 
directly  from  clinical  experience  in  dealing  with 
the  Center's  callers  for  whom  suicidal  potentiality 
had  to  be  assessed.  The  schedule  is  directed  spe- 
cifically toward  the  determination  of  lethal  intent 
in  the  suicidal  behavior,  specifically  to  predict 
whether  or  not  the  person  would  commit  suicide 
in  the  present  or  near  future  as  a  result  of  his  cur- 
rent emotional  distress.  Some  of  the  criteria  are 
suicide  plan,  stress,  symptoms,  resources,  character, 
etc.  The  schedule  was  developed  from  several 
tentatively  proposed  schedules  assessing  immediate 
and  long  range  self-destructive  potentiality  re- 
ported in  The  Cry  for  Help  by  Litman  and  Far- 
berow  (1961),  and  Tabachnick  and  Farberow 
(1961). 

Tuckman  and  Youngman  (1963,  1968)  have 
developed  a  suicide  assessment  schedule  from  ex- 
amination of  reports  on  attempted  and  committed 
suicide  obtained  from  police  files.  From  a  collection 
of  30  factors,  they  found  14  which  differentiated 
most  clearly  between  high  risk  and  low  risk  cate- 


gories. Among  these,  the  most  discriminative 
seemed  to  be  living  arrangements,  living  alone,  use 
of  more  lethal  methods,  being  separated,  divorced 
or  widowed,  and  being  a  male  45  years  or  older. 
Cohen,  Motto  and  Seiden  (1966)  found  14  of  22 
demographic  factors  to  distinguish  high  risk  from 
low  risk  groups.  Many  of  the  same  signs  mentioned 
above  were  contained  in  their  list. 

With  the  publication  of  the  above  schedules, 
efforts  have  been  made  to  apply  the  results  in  the 
form  of  clues  to  be  used,  especially  by  physicians 
in  developing  alertness  to  possible  suicidal  states 
among  their  patients.  Two  reports  deserve  specific 
mention:  Robins  (1959)  investigated  committed 
suicides  in  St.  Louis  and  compiled  useful  sugges- 
tions to  help  a  physician  recognize  impending  sui- 
cide, essentially  in  making  a  clinical  diagnosis  of 
manic-depressive  depression  or  chronic  alcoholism. 
He  documented  the  high  prevalence  of  communi- 
cations of  suicidal  intent  by  committed  suicides. 
Dorpat  and  Boswell  (1963),  Litman  (in  press), 
and  Farberow  (in  press)  have  also  written  spe- 
cifically about  the  communication  of  suicidal  in- 
tent as  an  important  element  to  be  considered  by 
the  physician  in  evaluating  suicidal  potentiality. 
Mintz  (1961)  prepared  a  detailed  article  on  de- 
tection and  management  of  the  suicidal  patient, 
in  which  he  described  a  number  of  clues  to  pos- 
sible suicidal  behaviors,  especially  depression,  for 
the  physician. 

3.   What  next? 

a.  General  strategy  and  methods  of  data  collec- 
tion. Longitudinal  research  strategies  have  been 
insufficiently  applied  to  the  study  of  persons  who 
have  engaged  in  suicidal  action  or  ideation.  It  is 
no  longer  sufficient  to  know  actuarially  that  people 
who  call  prevention  centers  are  likely  to  have  made 
previous  attempts;  or  that  people  who  make  at- 
tempts are  higher  at  risk  of  eventual  suicide.  We 
must  now  extend  investigations  to  details  of  the 
life  process  before,  during,  and  after  episodes  of 
suicidal  activity.  Longitudinal  studies  are  essential 
to  testing  hypotheses  about  the  development  of 
"suicidal  personalities."  Rates  and  direction  of 
change  in  personality  characteristics,  as  well  as 
variation  of  persons  on  the  dimension  of  stability- 
instability  are  potentially  important  clues,  and 
they  can  be  studied  only  longitudinally. 

Statistically,  longitudinal  studies  have  the  ad- 
vantage that  they  have  more  power  than  con- 
ventional designs  for  detecting  differences.  By 
definition  a  longitudinal  study  requires  the  meas- 
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urement  of  behaviors  on  the  same  individuals 
at  different  points  in  time.  Thus,  an  increased 
amount  of  data  on  each  subject  may  compensate 
for  a  small  number  of  subjects.  Repeated  measures 
may  allow  the  detection  as  significant  of  a  con- 
sistent intergroup  difference  which  is  too  small 
to  be  judged  significant  at  only  a  single  point 
in  time. 

Longitudinal  studies  differ  independently  in  the 
following  ways:  (1)  They  may  cover  long  or 
short  segments  of  the  subjects'  lives.  Even  the 
relatively  short-term  studies  have  the  advantage 
of  statistical  power,  and  may  provide  knowledge 
of  aspects  of  personality  of  substantive  interest. 
Longer  studies  may  contribute  important  knowl- 
edge on  the  correlates  of  critical  aspects  of  de- 
velopment. (2)  Frequency  of  sampling:  this  re- 
fers to  the  number  of  measures  taken  in  a  par- 
ticular time  period,  and  may  be  a  matter  of  choice 
or  feasibility,  but  is  of  itself  an  important  variable. 
(3)  Retrospective  versus  prospective:  ideally,  lon- 
gitudinal studies  should  begin  at  the  initiative 
of  the  investigator  and  continue  under  his  con- 
trol. However,  since  initial  contacts  with  suicidal 
persons  often  involve  unexpected  lethal  actions, 
their  biographies  prior  to  these  initial  events  are 
available  only  by  retrospective  study.  Whether  for 
completed  suicides,  attempters,  or  threateners,  the 
basic  principle  of  the  psychological  autopsy  may 
be  the  most  applicable  technique.  (4)  Individual 
or  interactional  focus:  longitudinal  studies  can, 
and  should,  be  used  both  for  the  better  under- 
standing of  individual  characteristics  and  social 
interactions  and  transactions. 

The  use  of  psychological  tests  has  by  and  large 
yielded  poor  results.  One  complicating  factor  has 
been  the  low  base  rate  of  the  event  considered, 
specifically  committed  suicides.  A  high  risk  group 
can  be  identified,  but  few  of  the  persons  nom- 
inally at  risk  will  take  their  own  lives.  The  rating 
scales  become  useful  primarily  to  identify  those 
individuals  requiring  the  greatest  caution  in  treat- 
ment. The  scales  may  never,  however,  approach 
the  predictive  value  of  the  clinical  diagnosis  of 
manic-depressive  depression  found  by  Robins,  et 
al.   (1959). 

However,  the  criticism  of  low  base  rate  is  elim- 
inated when  all  suicidal  behavior  is  considered, 
from  minimal  to  maximal  intent,  and  predictions 
are  made  from  this  base  rate.  The  problem  is 
clearly  related  to  difficulties  in  theoretical  under- 
standing of  suicide  and  the  development  of  the 


most  effective  taxonomies.  One  such  basis  has 
been  the  concept  of  intention,  or  lethality,  or  sui- 
cidal potentiality.  When  attempts  are  made  to 
assess  on  the  basis  of  intention,  the  results  ap- 
proach more  practical  usefulness.  However,  the 
schedule  has  been  applied  only  to  patients  in 
the  community.  If  genuinely  useful,  the  concept 
should  be  applicable  to  all  groups  of  suicidal  pa- 
tients, such  as  psychiatric  hospital  patients,  gen- 
eral medical  and  surgical  patients,  adolescents, 
the  elderly,  etc.  Cutter,  et  al.  (in  press)  has  devel- 
oped a  modification  of  the  Los  Angeles  Suicide 
Prevention  Center  schedule,  using  ratings  of  sui- 
cide plan,  provisions  for  rescue  and  the  suicide 
attempt,  if  any.  What  is  suggested,  is  the  more 
general  principle  that  a  schedule  to  evaluate  sui- 
cidal potentiality  may  have  to  be  developed  for 
each  individual  group  of  patients  depending  upon 
their  characteristics,  diagnosis,  and  status  in  their 
suicidal  history  at  the  time  of  evaluation. 

Refinement  of  the  suicide  potential  assessment 
schedules  for  simplicity  and  ease  of  application 
needs  to  be  vigorously  pursued.  Schedules  are  be- 
ing used  by  persons  with  all  degrees  of  training 
in  mental  health,  ranging  from  the  experienced 
professional  to  the  newly  arrived  nonprofessional 
volunteer.  Preliminary  work  in  current  research 
at  the  Los  Angeles  Suicide  Prevention  Center  has 
indicated  that  linear  application  of  single  criteria 
functions  as  well  as  complicated  pattern  proce- 
dures in  assessing  suicide  risk.  Items  with  minimal 
or  no  variation  in  assigned  weights  work  just  as 
efficiently  as  requiring  a  judgment  of  many  cri- 
teria in  patterns.  Tuckman  and  Youngman  (1968) 
have  also  found  that  weighting  of  factors  adds 
nothing  to  the  global  assessment,  while  an  un- 
weighted scale  is  easier  to  use. 

b.  Critical  types  of  variables  and  measures. 
Generally  speaking,  research  strategy  in  this  area 
should  aim  at  refining  assessment,  identification, 
and  prediction  by  an  all  out  approach  to  the 
studies  of  personalities  of  suicidal  individuals  at 
length  and  in  depth.  Suicide  theory  shares  with 
general  personality  theory  the  need  for  substantive 
information,  and  refinement  of  the  techniques  of 
measurement.  With  imaginative  research  programs, 
investigators  in  suicide  could  advance  not  only 
their  own  discipline  but  general  personality  theory 
as  well. 

Here  are  a  few  promising  problem  areas  and 
some  suggestions  for  ways  to  study  them: 

(1)   Lethality.  Shneidman  (1969)  has  suggested 
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that  the  concept  of  lethality  now  awaits  applica- 
tion to  the  general  public.  We  may  project  that 
within  the  community  at  any  one  time,  we  will 
find  the  entire  gamut  of  suicide  potentially.  Is 
it  possible  to  assess  an  entire  community  and  ar- 
rive at  a  lethality  rating — one  which  could  be 
compared  with  that  of  another  community?  With- 
in any  one  community,  will  lethality  vary  in  geo- 
graphic location,  socioeconomic  class,  marital 
status,  racial  composition?  Does  Los  Angeles  have 
a  higher  lethality  rating  than  Chicago,  or  Bev- 
erly Hills  greater  than  Watts?  The  question  has 
intriguing  possibilities. 

(2)  Stress.  This  includes  not  only  biochemical, 
physiological,  and  behavioral  aspects,  as  subsumed 
in  Selye's  (1956)  General  Adaptation  Syndrome 
(GAS),  but  also  social  and  psychological  stress, 
as  in  the  promising  work  of  T.  H.  Holmes  and 
his  colleagues  on  the  Social  Readjustment  Rating 
Scale   (Holmes  and  Rahe,   1967). 

(3)  Attitudes  and  values.  We  need  better  de- 
lineation of  the  nature  and  origin  of  personal  at- 
titudes, value  hierarchies,  and  criteria  of  evalua- 
tion. Since  these  are  widely  assumed  to  relate 
to  suicidal  behavior,  and  since  suicide  risk  is  re- 
lated to  age,  it  is  important  to  know  to  what 
extent  and  why  value  systems  change  in  the  course 
of  life.  Exemplary  work  of  this  type  in  the  area 
of  "interests"  has  been  done  by  Strong  (1943). 
It  may  be  important  to  consider  the  recently  de- 
veloped evidence  that  social  introversion-extraver- 
sion  (measured  in  a  variety  of  ways)  has  a  high 
heritability  component,  with  a  hint  that  its  herit- 
ability  is  higher  for  males  than  for  females  (Gottes- 
man,  1963;  Scarr,  1969). 

(4)  Time  perspective.  This  rather  imprecise 
Lewinian  conception  (Lewin,  1941)  suggests  the 
significance  of  such  apparently  diverse  matters 
as  hope  and  despair  (Diggory,  1967),  expecta- 
tions, scheduling  and  planning,  subjective  life  ex- 
pectancy (Diggory,  1966),  the  expected  activity- 
content  of  future  years  (Farnham-Diggory,  1964), 
and  the  temporal  course  of  the  development  of 
anxiety  with  respect  to  anticipated  critical  events 
(Epstein  and  Fenz,  1965). 

(5)  Motivations.  A  recent  development  pro- 
vides easy  methods  for  assessing  the  relative 
strength  of  several  motives  (Gough,  1960).  The 
ease  refers  to  how  the  data  are  obtained.  The 
subject  reads  through  a  list  of  300  adjectives  and 
checks  those  which  describe  himself.  The  extrac- 
tion of  scores  by  hand  is  a  complex  and  tedious 


task,  but   a  commercial   computer   routine  exists 
which  should  practically  eliminate  this  difficulty. 

(6)  Shame,  guilt,  and  defensiveness.  Something 
like  shame  or  guilt  may  be  involved  in  the  find- 
ing that  people  tend  to  avoid  choosing  partners 
who  have  higher  ability  than  their  own  (Dig- 
gory, 1966).  Since  any  human  being  has  sev- 
eral defensive  strategies  at  his  disposal,  people  may 
differ  in  their  general  level  of  defensiveness,  their 
preferred  mode  of  defense  (Cohen,  1956),  or  the 
order  in  which  they  deploy  their  defenses  through 
time  (Cetlin,  1964).  The  first  of  these  three  as- 
pects is  commonplace,  but  the  last  two  have  hard- 
ly been  considered  at  all. 

(7)  Self-evaluation.  Attempts  to  study  self- 
evaluation  (or  self-acceptance,  or  self-concept)  as 
a  global  aspect  of  an  unanalyzable  entity  called 
"the  self"  have  produced  very  little  in  the  way 
of  tangible  knowledge  (Wylie,  1961).  An  alter- 
native strategy  of  studying  particulate  or  detailed 
self-evaluations  of  single  capacities  or  functions 
has  proved  to  have  considerable  promise  (Dig- 
gory, 1966).  Several  specific  sets  of  questions  for 
the  measurement  of  self-evaluation  in  the  par- 
ticular have  been  developed  (Cutick,  1962;  Roth- 
man,  1963;  Cetlin,  1964;  Fagen,  1963).  These 
studies  have  been  able  to  produce  very  convincing 
changes  in  self-evaluations  under  controlled  con- 
ditions. The  most  general  of  these  sets  of  ques- 
tions (Cutick,  1962)  has  been  used  in  subsequent 
research  with  normal  and  pathological  children 
and  adults;  it  discriminates  groups  of  pathological 
and  normal  individuals,  and  under  controlled 
conditions,  the  behavior  of  people  with  high  scores 
differs  markedly  from  the  behavior  of  people  with 
low  scores. 

B.    Effectiveness  and  Effect 

The  measurement  of  effectiveness  in  suicide  pre- 
vention services  remains  crucial.  With  reduction  in 
financial  support  and  increasingly  critical  examina- 
tion of  priority  by  funding  agencies,  the  question 
of  effectiveness  of  services,  especially  a  new  service 
such  as  a  suicide  prevention  center,  is  under  close 
scrutiny.  The  criteria  to  measure  the  effectiveness 
of  such  services  are  vague,  unreliable  and  uncon- 
vincing. This  is  not  a  problem  unique  to  suicide 
prevention  centers,  but  rather  applies  to  most  pro- 
grams dealing  with  mental  health,  and  especially 
new  programs  involving  the  community. 

Farberow  (1970)  listed  seven  criteria  for  measur- 
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ing  effectiveness:  visibility,  utilization,  follow-up  tes- 
timony, impact  on  local  suicide  rates,  professional 
acceptance,  dissemination  of  experience,  and  dimin- 
ishing of  taboos.  Visibility  and  utilizaton  are  rela- 
tively weak  criteria,  inasmuch  as  they  depend  more 
upon  an  active  public  relations  officer  and  the  na- 
ture of  the  need  for  services  in  the  community.  Ex- 
perience has  shown  that  for  practically  any  agency 
offering  services  and  operating  within  standard  pro- 
cedures for  mental  health  agencies  today,  public 
and  professional  acceptance  is  relatively  certain.  The 
criterion  of  dissemination  of  experience  is  more 
critical  in  that  the  reporting  of  experience  which 
normally  finds  its  way  into  the  professional  publica- 
tions, then  permits  evaluation  by  peer  professionals 
of  procedures,  techniques,  activities  and  results.  The 
definition  of  taboos  and  the  criteria  for  their  measure- 
ment are  indefinite  and  would  have  to  depend  on 
such  subjective  factors  as  openness  of  discussion  of 
the  event,  type  of  reporting  in  the  communication 
media,  readiness  to  admit  and  discuss  suicidal  feel- 
ings, lessening  of  feelings  of  guilt  and  shame,  etc. 
Another  broad  framework  of  criteria  describes  three 
tasks  (not  one)  of  health  agencies,  along  a  time  di- 
mension: (1)  prevention;  (2)  treatment — or  inter- 
vention; and   (3)    rehabilitation — or  post-vention. 

In  any  case,  systematic  evaluative  research  cannot 
proceed  until  clear  goals  are  established  to  serve 
as  criteria  for  success  or  failure.  Then  the  question 
becomes:  What  is  being  evaluated? — meaning  which 
of  the  actions  of  the  agency  (its  program  elements) 
are  more  or  less  successful  with  given  kinds  of  cases. 
Put  technically,  the  agency's  program  elements  at- 
tempt to  alter  the  causal  nexus  between  the  problem 
and  the  goals,  e.g.,  reduced  lethality,  (Suchman, 
1967).  As  for  methods,  the  complexity  of  the  sys- 
tem generally  prevents  the  use  of  the  classic  con- 
trol-group design  for  the  follow-up  study,  but  vari- 
ations are  quite  possible  (Hyman,  Wright  and  Hop- 
kins,   1962). 

The  most  effective  criteria  would  seem  to  be  fol- 
low-up testimony  and  impact  on  local  suicide  rates. 
We  have  already  seen  that  the  standards  for  certi- 
fying suicide  vary  greatly  from  one  authority  to  an- 
other (Stengel  and  Farberow,  1968).  Most  suicide 
rates  are  not  reliable  and  cannot  be  compared  with 
other  areas  because  of  the  varying  procedures  in  ar- 
riving at  certification  of  suicide.  Researchers  use 
them,  however,  as  for  example,  in  the  study  by  Bag- 
ley  in  England  (1968),  who  looked  at  the  effective- 
ness of  The  Samaritans  by  comparing  relative  changes 
in  suicide  rates  in  15  towns  with  Samaritan  groups, 


with  other  control  towns  which  did  not  have  them. 
He  found  an  average  percentage  change  of  —.58 
percent  in  suicide  incidence  in  Samaritan  towns  com- 
pared with  an  average  percentage  change  of  +.72 
percent  in  the  control  towns. 

Testimony  from  follow-up  contacts  with  patients 
is  found  in  the  records  of  almost  every  mental  health 
agency  and  suicide  prevention  activity.  Much  of 
it  is  simply  reported  by  the  therapists  involved,  evi- 
dence unreliable  at  best.  However,  some  researchers 
have  used  systematic  follow-up  procedures  to  deter- 
mine the  frequency  of  suicidal  behavior  after  inter- 
vention. Ringel  (1968)  used  questionnaires  and  po- 
lice records  to  determine  subsequent  suicidal  behavior 
and  found  that  2  percent  had  committed  suicide 
within  two  years  and  5  percent  had  attempted  sui- 
cide. The  suicides  that  did  occur  were  almost  ex- 
clusively within  the  60  percent  who  did  not  stay 
beyond  the  first  contact.  Resnik  (1968),  describing 
the  work  of  FRIENDS  in  Miami,  reported  three 
suicides  among  169  identified  callers  within  one  year 
of  operation.  Litman  (1969)  reported  11  suicides 
from  among  approximately  1,000  patients  within 
two  years  in  the  files  of  the  Los  Angeles  Suicide  Pre- 
vention Center.  Dorpat  and  Ripley  (1969)  reviewed 
rates  of  committed  suicides  among  attempted  sui- 
cides and  found  a  range  from  5  percent  to  22  per- 
cent over  variable  follow-up  periods.  Eisenthal,  Far- 
berow and  Shneidman  (1966)  studied  men  who  had 
been  on  suicidal  status  in  VA  hospitals  and  found  that 
after  five  years,  6  percent  had  committed  suicide. 

Another  criterion  for  evaluating  effectiveness  has 
been  proposed  by  Litman  (in  press),  that  is,  the 
evaluation  of  changes  in  lethality  in  the  various 
groups  of  suicidal  syndromes  over  specified  period 
of  time.  The  variability  of  the  suicide  rate  among 
different  groups  of  suicidal  behavior  should  depend 
upon  the  lethality  within  each  group.  Thus,  the 
lethality  of  a  group  of  suicide  attempters  has  been 
shown  to  be  higher  than  the  lethality  of  a  group 
which  has  not  yet  acted  out  on  suicidal  impulses. 
The  hope  would  be  that  the  lethality  of  users  of 
the  services  of  a  suicide  prevention  center  would  be 
lowered  as  the  result  of  the  intervention  by  the  serv- 
ice. This  hypothesis  would  be  tested  by  the  devel- 
opment of  an  assessment  schedule  which  clearly 
quantified  lethality,  the  essential  element  in  the  as- 
sessment. With  over  130  suicide  prevention  centers 
in  the  United  States  and  with  the  accumulation  of 
cases  and  wide  varieties  of  patients  using  the  service, 
the  time  for  an  extensive  series  of  followup  studies 
seems  opportune.  The  follow-up  studies  can  be  di- 
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vided  into  two  types:  (1)  an  attempt  to  trace  peo- 
ple who  have  used  the  services  within  a  specified 
past  period  and  determine  what  has  happened  to 
them;  and  (2)  the  collection  of  a  new  group  of 
patients  currently  calling  the  services,  who  will  be 
asked  to  cooperate  in  providing  information  in  later 
follow-up  procedures.  At  specified  times,  they  would 
be  contacted  and  information  gathered  about  the 
impact  of  the  service.  The  data  obtained  in  both 
kinds  of  studies  would  be  similar,  essentially  an  esti- 
mation of  the  lethality  at  the  time  of  the  call  and 
the  evaluation  of  inter-  and  intrapersonal  situations. 
As  the  new  data  are  gathered,  the  evaluations  of 
lethality  would  be  applied  at  each  point,  along  with 
interview  accounts  of  changes  in  attitudes,  feelings, 
and  behavior  which  may  have  occurred. 

The  possibility  exists  of  developing  at  the  same 
time  a  model  of  suicidal  activities  and  behaviors  in 
the  community,  especially  within  that  part  of  the 
community  which  uses  the  suicide  prevention  service. 
The  population  can  be  evaluated  in  terms  of  its 
varying  levels  of  lethality  according  to  the  subpopu- 
lation  into  which  they  fit.  The  way  in  which  the 
lethality  is  affected  by  the  suicide  prevention  cen- 
ter, and  other  factors  which  may  occur  in  the  interim, 
can  be  examined.  The  plan  might  call  for  a  large 
number  of  short-term  follow-up  studies,  which  may 
also  provide  information  on  the  important  question 
of  the  natural  history  of  suicidal  behavior.  This 
might  also  provide  an  answer  to  the  need  to  de- 
lineate those  factors  which  are  most  effective  in 
assisting  a  person  to  leave  behind  the  status  of  sui- 
cidal potentiality  and  to  arrive  at  a  low  or  nonexist- 
ent lethality  rating.  We  have  studied  intensively  the 
many  factors  which  contribute  to  the  accumulation 
of  suicidal  impulses  and  the  exacerbation  of  self-de- 
structive activities.  We  have  paid  relatively  little  at- 
tention to  the  question  of  relative  effectiveness  of 
the  wide  variety  of  reconstructive  and  rehabilitative 
factors. 

C.    Developmental  Correlates  of  Suicide 

How  are  suicide  personalities  formed?  Why  does 
one  person  become  suicidal  and  not  another?  Ex- 
perience has  shown  that  there  is  no  one  suicidal  per- 
sonality, that  rather  there  are  many  syndromes  with 
varying  characteristics.  Can  we  describe  the  neces- 
sary, if  not  sufficient,  kinds  of  development  factors 
and  critical  experiences  which  would  "produce"  a 
suicidal  person,  that  is,  someone  who  will  develop 
marked  self- destructive  tendencies  in  adulthood  given 
exposures  to  appropriate  events  and  pressures? 


From  studies  of  patients  who  have  become  sui- 
cidal, we  have  learned  that  an  early  event  felt  to 
be  highly  associated  with  later  suicidal  tendencies 
was  the  loss  of  a  love  object,  parent,  or  other,  at  an 
early  stage  in  development.  Moss  and  Hamilton 
(1961)  found  this  to  be  true  in  hospitalized  suicidal 
patients,  and  Hill  (1969),  Hill  and  Price  (1967), 
and  Walton  (1958)  found  a  significant  relationship 
between  suicidal  behavior  in  depressed  inpatients 
and  the  death  of  a  parent  in  childhood.  This  was 
especially  true  for  depressed  women  who  lost  their 
fathers  when  aged  10-14  and  to  a  lesser  degree  for 
men  and  women  who  lost  their  mothers  in  the  first 
ten  years  of  life.  Schrut  (1968),  Dorpat,  Jackson 
and  Ripley  (1965),  Levi,  Fales,  Stein  and  Sharp 
(1966),  and  Teicher  and  Jacobs  (1966)  also  found 
factors  of:  unstable  family  with  parents  divorced 
or  separated  for  significant  periods  of  time,  stormy 
family  experiences,  examples  of  suicidal  behavior  by 
the  parents,  etc.  Schrut  felt  that  isolation  of  the 
child,  poor  or  no  intrafamilial  communication,  and 
strongly  implanted  feelings  of  guilt  were  especially 
important  in  the  suicidal  behavior.  Paffenbarger, 
King  and  Wing  (1969)  speculated  on  character- 
istics in  youth  that  predisposed  to  suicide  and  acci- 
dental death  in  later  life  and  felt  that  anxiety  and 
despair  characterized  the  future  suicide,  while  non- 
chalance and  irresponsibility  predisposed  to  future 
accident. 

Hendin's  study  in  Scandinavia  (1964)  differen- 
tiated possible  contributions  to  later  suicidal  be- 
havior in  the  child-rearing  practices  and  character- 
istic parent-child  relationships  within  each  country. 
The  guilt  and  dependency-producing  behaviors  of 
Danish  mothers  contrasted  starkly  with  the  cold 
achievement  value  instilled  in  Swedish  children.  How 
often  do  we  find  these  experiences  in  other  groups 
within  other  cultures?  This  suggests  the  need  for 
many  cross-cultural  studies.  Because  these  will  need 
to  be  in  depth  in  order  to  obtain  the  necessary  in- 
formation, one  suggested  procedure  is  the  use  of 
"psychological  autopsy,"  using  the  same  protocol 
translated  item  for  item  into  the  native  language. 
This  procedure  has  been  followed  by  Farberow  and 
Simon  (1968)  in  their  study  of  suicides  in  Vienna 
and  Los  Angeles,  and  by  Rudestam  (1969)  in  his 
comparison  of  suicides  in  Stockholm  and  Los  An- 
geles. Questions  can  be  included  in  these  studies 
related  to  the  hypotheses  enumerated  and  the  in- 
fluence of  the  different  cultures  upon  the  individual 
in  his  self-destructive  activity  can  be  evaluated. 

Questions  in  a  similar  vein  have  been  raised  by 
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Wolfgang's  (1959,  1968)  formulation  of  "victim- 
precipitated  homicide,"  which  hypothesized  that  the 
developmental  characteristics  of  blacks  within  a  low 
socioeconomic  class  produced  unconscious  guilt  and 
an  orientation  toward  physical  aggression  and  pun- 
ishment from  others.  Are  there  other  features  of  early 
development  which  also  might  be  meaningful,  such 
as  maternalism,  deprivation  of  self-esteem,  etc.?  Hen- 
din's  (1969)  recent  work  in  suicide  of  blacks  indi- 
cates that  high  rates  for  the  20-35  age  group  reflect 
the  frustrations  and  anger  of  the  black  ghetto.  This 
raises  further  questions  about  the  process  of  iden- 
tity, for  the  suicidal  person  seems  often  to  formulate 
a  suicidal  identity  in  which  he  views  himself  as 
self-destructive  and  doomed  to  failure.  In  a  re- 
analysis  of  137  cases  of  completed  suicide  among 
persons  aged  60  or  younger  in  New  Orleans,  Breed 
(1970)  has  sketched  a  suicide  syndrome  composed 
of  seven  dimensions.  These  dimensions  are  psycho- 
logical as  well  as  sociological  and  interpersonal,  con- 
sider role  behavior  and  performance  as  well  as  men- 
tal states,  and  responses  to  both,  and  embrace  a 
longitudinal  sequence  going  back  to  childhood.  The 
seven  dimensions  are:  (1)  failure  in  a  major  role; 
(2)  low  self-esteem  in  response  to  failure;  (3)  cul- 
ture trap  (strong  internal  restraints) ;  (4)  inflexible 
behavior;  (5)  psychopathology;  (6)  social  isolation; 
and  (7)  insecure  childhood.  Breed  found  that  more 
than  75  percent  of  the  male  suicides  showed  12 
items  from  the  seven  dimensions,  and  10  such  items 
appeared  for  the  females.  Sub-syndromes  also  seem 
likely,  as  among  young  females,  young  blacks,  old 
people,  and  persons  with  painful  or  terminal  ill- 
nesses. Farberow  (1970)  speculated  on  the  signifi- 
cance of  Erikson's  stages  in  the  processes  of  identity 
formation  and  associated  clinical  evidence  from  cases 
seen  at  the  Los  Angeles  Suicide  Prevention  Center 
in  terms  of  an  age-oriented-interpersonal  taxonomy. 
The  question  of  pathognomic  events  for  suicide 
is  unanswered.  Many  of  the  clues  specified  from  de- 
velopmental experiences  are  protean  and  found  in 
practically  every  pathological  adult  condition.  A 
study  of  committed  suicide  patients  and  nonsuicidal 
controls  in  a  neuropsychiatric  hospital  in  a  number 
of  areas,  including  early  history  and  developmental 
facts,  indicated  very  few  differentiating  factors  (Far- 
berow, Shneidman  and  Neuringer,  1966).  There 
was  only  evidence  of  a  disturbed  family,  with  more 
parents  who  had  been  in  psychiatric  difficulties-  them- 
selves than  control  neuropsychiatric  patients.  The 
suicidal  patients  also  had  fewer  difficulties  in  school 
and  more  friends  of  the  opposite  sex.  Strong  con- 


flict in  the  dependence-independence  area  was  posi- 
ted, along  with  marked  need  to  please  and  to  achieve. 
The  research  suggested  by  these  studies  seems  both 
post-  and  predictive.  Studies  in  depth  retrospectively, 
as  with  psychoanalytic  records  of  suicidal  patients 
(the  Zilboorg  archives  need  to  be  resurrected  and 
analyzed)  should  yield  further  hypotheses  which  can 
then  be  tried  in  studies  of  normal  populations.  Pre- 
dictive studies  on  a  long-term  basis  would  serve  to 
validate  the  hypotheses.  Families  and  children  fit 
ting  into  the  patterns  outlined  above  can  be  fol 
lowed  to  determine  outcome  in  later  years. 

D.    Biochemical  and  Physiological  Aspects 

Medicine  plays  a  prominent  role  in  suicide.  Most 
of  the  research  reports  in  medicine,  however,  have 
been  concerned  with  the  treatment  of  self-injurious 
actions  and  have  featured  fascinating,  unusual  clin- 
ical experiences,  such  as  the  complications  of  treat- 
ing a  person  who  has  driven  nails  into  his  cranium 
with  a  hammer.  There  are  almost  as  many  reports  of 
these  single  experiences  and  of  accumulated  experi- 
ences and  procedures  with  various  drugs  as  there 
are  reports  in  all  the  other  areas  combined.  One  large 
section  of  these  reports  deals  with  the  increasing 
problem  of  the  use  and  abuse  of  drugs,  and  the 
effectiveness  of  various  drugs  used  both  for  self- 
destruction  and  relief  from  self-destructive  depres- 
sive tendencies.  Some  of  the  most  active  work  in 
this  area  is  found  in  Basel,  Switzerland,  by  Kielholz 
(1966),  and  Poeldinger  (1967).  With  the  encourage- 
ment and  financial  support  from  many  of  the  major 
drug  companies  based  in  Europe,  it  is  perhaps  small 
wonder  that  Europe  has  concentrated  much  of  its 
effort  in  this  area,  and  that  poison  control  centers 
have  reached  their  highest  level  of  efficiency  in 
Europe,  especially  in  their  effective  detoxification 
centers.  Some  men  have  achieved  similar  promi- 
nence in  this  country,  such  as  Ayd  (1961)  and  Kline 
(1968). 

Some  questions  have  been  raised  whether  suicidal 
behavior  may  be  directly  related  to  the  use  of  spe- 
cific drugs,  as  was  suspected  in  the  early  use  of 
Rauwolfias.  Ryan,  Merrill,  Scott,  Krebs,  and  Thomp- 
son (1968)  reported  a  specific  association  between 
the  use  of  diazepam  therapy  and  the  onset  of  sui- 
cidal thoughts  and  tendencies.  Kline  (1968),  in 
his  comprehensive  account  of  the  pharmacotherapy 
of  the  depressed  and  suicidal  patient,  reports  that 
reserpine  contributes  to  a  depressive  reaction  in  cer- 
tain hypertensive  individuals,  that  some  phenathia- 
zines  and  even  ordinary  sedatives  may  provoke  this 
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reaction,  and  that  even  some  sulfa  drugs,  like  man- 
delamine,  may  provoke  depressive  states.  There  are 
even  some  antidepressant  drugs  which  will  produce 
a  depression  if  the  dosage  is  excessive,  and  some 
hormonal  preparations,  including  oral  contraceptives, 
capable  of  provoking  a  depression. 

There  has  been  relatively  little  research  into  pos- 
sible contributory  or  correlative  aspects  of  physio- 
logical or  biochemical  factors  to  suicide.  For  exam- 
ple, does  suicide  or  depression  produce  discriminative 
changes  in  the  body,  changes  which  can  be  used  for 
diagnostic  or  possibly  even  predictive  purposes?  The 
most  effective  work  in  this  area  has  probably  been 
done  by  Bunney  and  his  associates  (1968,  1969)  in 
evaluating  their  findings  of  elevated  levels  of  urinary 
17-hydroxycorticosteroids  and  history  of  committed 
or  attempted  suicides.  They  conclude  that  such  high 
levels  should  raise  the  index  of  concern  about  sui- 
cide, but  add  the  caution  that  low  levels  of  urinary 
17-OCHS  should  not  reassure  one  of  the  absence 
of  suicidal  potential.  In  an  earlier  study,  Fawcett 
and  Bunney  (1967)  investigated  the  possibility  of  a 
relationship  between  altered  adrenal  function  and 
depressive  psychopathology,  but  found  the  results 
equivocal.  Levy  and  Hansen  (1969)  found  the  meas- 
ure of  17-hydroxycorticosteroids  unsuccessful  with 
two  patients  who  had  committed  suicide.  They  voice 
the  question  whether  so  complex  a  variable  as  sui- 
cide can  be  represented  in  the  body  by  one  physio- 
logical parameter. 

Other  efforts  to  determine  association  between  sui- 
cide and  biochemical  changes  are  reported  by  Shaw, 
Frizel,  Camps,  and  White  (1969)  who  found  an 
increase  in  water  content  and  a  low  concentration 
of  sodium  in  a  depressed  group.  The  researchers 
felt  that  despite  many  uncertainties  in  the  proce- 
dures for  obtaining  the  values,  the  possibility  that 
the  figures  might  reflect  antemortem  status  merited 
further  investigation.  Also  recently,  Pare,  Yeung, 
Price,  and  Stacey  (1969)  found  changes  in  the  values 
of  5-hydroxytryptamine,  noradrenaline,  and  dopa- 
mine of  patients  committing  suicide,  especially  lower 
levels  of  5-HT.  Other  workers  in  England,  such 
as  Coppen  and  Shaw  (1965)  have  continued  to 
explore  neurochemical  correlates.  Monck  (1968)  has 
investigated  the  relationship  between  bioelectrical 
potential  differences  and  suicidal  behavior. 

Several  researchers  have  investigated  relationships 
between  suicide  and  the  changes  brought  about  by 
pregnancy.  Achte,  Apo,  Haapeniemi  and  Latila 
(1963),  and  Shalickova  and  Pavlovsky  (1968)  con- 
cluded that  most  of  the  women  who  committed  sui- 


cide shortly  after  childbirth  had  some  sort  of  meta- 
bolic disorder.  Whitlock  and  Edwards  (1968)  felt 
the  problems  for  pregnant  women  were  much  more 
likely  to  stem  from  functional  and  psychiatric  diffi- 
culties. In  the  same  general  realm,  Tonks,  Rack  and 
Rose  (1968)  and  Mandell  and  Mandell  (1967) 
looked  for  a  relationship  between  suicide  attempt 
and  the  menstrual  cycle  and  found  a  significantly 
excessive  number  of  attempts  occurred  in  the  pre- 
menstrual week.  Roth  (1968)  examined  cerebral  dis- 
ease and  mental  disorders  of  old  age  as  causes  of 
antisocial  behavior.  Spiegel  (1967)  also  looked  at 
reactivity  in  the  autonomic  nervous  system  as  re- 
lated the  affective  meaning  of  suicide  and  found 
that  suicides  showed  fewer  dysphoric  states  than 
controls,  suggesting  that  blocking  of  dysphoric  affects 
may  tend  to  precede  suicide  and  perhaps  make  it 
possible. 

We  have  not  attempted  to  cover  the  studies  of  the 
impact  psychologically  of  serious  physical  illness  or 
loss  of  body  organ  or  function.  For  example,  Dorpat, 
Anderson  and  Ripley  (1968)  report  that  70  per- 
cent of  suicides  they  studied  had  active  serious  physi- 
cal illness;  and  Farberow,  Cohen,  McKelligott  and 
Darbonne  (1966),  and  Farberow,  Shneidman  and 
Leonard  (1963)  have  studied  suicides  among  patients 
with  such  illnesses  as  severe  cardiorespiratory  con- 
ditions or  malignant  neoplasms.  But  these  again  are 
concerned  more  with  the  psychological  impact  of 
physiological  conditions,  rather  than  with  the  bio- 
chemical changes  which  themselves  produced  or  sig- 
naled a  possible  suicidal  state. 

Bunney  (1968)  points  out  that  antidepressive 
medications  have  stimulated  much  psychological  re- 
search. The  area  remains  almost  untapped  and  needs 
to  be  examined  in  depth.  Granted  the  complexity 
of  psychological  states,  their  reflection  in  body,  neuro- 
logical and  biochemical  processes  seems  eminently 
reasonable.  The  exploitation  of  the  leads  in  the 
three  areas  in  which  beginnings  have  been  made, 
adrenal  cortical  function,  norepinephrine  metab- 
olism and  electrolyte  metabolism,  should  be  vigor- 
ously pursued. 

E.    Indirect  Self-destructive  Behavior 

Self-destructive  activity  is  not  limited  to  the  overt, 
readily  observable  behavior  of  completed  suicide  at- 
tempts, or  threats.  Much  behavior  has  been  con- 
sidered self-destructive  in  indirect  ways,  based  on 
the  significant  characteristics  of  time  (long-term  re- 
sults) and  conscious  or  unconscious  intent  (the  per- 
son is  not  aware  of  any  motivation  to  suicide  and 
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denies  any  intention  toward  self-harm).  The  results 
may  be  seen  in  physical  effects,  such  as  illness,  loss 
of  limb  or  sensory  ability,  surgeries,  addictions,  short- 
ening of  life,  and  pain;  or  in  psychological  effects, 
such  as  depression,  psychosis,  inability  to  tolerate 
success,  gambling,  smoking,  antisocial  behavior,  etc. 
Menninger  (1938)  terms  these  focal  and  chronic  sui- 
cide respectively  and  gives  a  thorough  description 
of  the  various  phenomena  found  under  each.  His 
analysis  of  these  behaviors  is  superb,  regardless  of 
the  disputability  of  the  basic  principle  he  uses  to  ex- 
plain them,  that  of  the  death  instinct.  Meerlo  ( 1968) 
also  discusses  from  a  philosophical  and  ethical  point 
of  view  various  forms  of  hidden  suicide  in  relation  to 
the  rights  of  man  to  die  as  well  as  to  live. 

If  the  theoretical  assumption  is  accepted  that  self- 
destruction  does  vary  along  a  continuum  and  that  it 
can  include  behavior  which  may  be  unconsciously 
motivated,  then  a  whole  range  cf  behaviors  awaits 
appropriate  and  legitimate  concentrated  study.  Some 
investigators  have  already  begun  to  study  groups  of 
patients  who  fall  within  this  area.  In  a  study  of 
self -mutilation,  Phillips  and  Muzaffer  (1951)  and 
Phillips  and  Alkan  (1961)  found  that  more  self- 
mutilations  occurred  among  females  than  males  in 
a  psychiatric  hospital  population,  and  that  the  diag- 
nosis was  most  likely  to  be  psychopathic  personality 
without  psychosis.  Spiro  (1968)  felt  the  masochism 
of  the  chronic  factitiously  ill  person  was  best  under- 
stood as  one  employing  an  unconscious  reversal  of 
subject  and  object,  with  the  patient  identifying  him- 
self with  a  hostile,  pain-inflicting  physician.  Sheafor 
(1968)  described  three  psychiatric  patients  who  in- 
sisted on  staying  in  bed,  as  expressing  hostility  and 
rebellious  feelings  toward  parents  and  surrogates. 

Farberow,  Stein,  Darbonne  and  Hirsch  (in  press) 
studied  diabetic  patients  who  kept  reappearing  in 
the  hospital  because  of  neglect  of  their  illness,  and 
found  them  to  be  characteristically  present-oriented, 
concerned  with  immediate  gratification  of  impulses, 
and  generally  uninvolved  with  their  illness,  which 
happened  to  be  the  constitutional  expression  of  a 
general  lack  of  concern  for  self  or  others. 

The  number  of  studies  of  traffic  accidents  is  volu- 
minous. To  mention  a  few  briefly,  Selzer  and  Payne 
(1962)  studied  alcoholic  and  non-alcoholic  male  psy- 
chiatric patients  and  found  significantly  more  traffic 
accidents  among  those  deemed  suicidal  than  among 
those  considered  nonsuicidal.  MacDonald  (1964) 
stated  that  suicide  and  homicide  by  automobile  are 
attempted  more  frequently  than  is  generally  recog- 
nized. Tabachnick  and  Litman  (1966)  are  now  en- 
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gaged  in  a  project  studying  one-car  accidents.  They 
have  found  marked  differences  between  persons  dead 
in  a  one-car  accident  and  suicides,  with  the  latter 
prone  to  be  depressive,  dependent  and  constricted, 
while  the  former  were  impulsive,  active,  rebellious, 
counter  depressive  persons. 

Stenback  and  Blumenthal  (1964)  studied  alco- 
holics in  Sweden  and  found  a  positive  relationship 
between  alcoholism  and  suicidal  attempts  and  a  slight 
negative  correlation  between  hypochondria  and  sui- 
cidal aUempts.  Ritson  (1968)  in  Scotland  studied 
eight  suicides  which  occurred  among  300  patients 
referred  to  a  unit  for  treatment  of  alcoholism.  He 
felt  that  depression  is  based  on  the  same  predisposi- 
tion as  addiction,  i.e.,  constant  need  for  gratification 
of  narcissistic  needs,  which,  if  not  satisfied,  dimin- 
ishes self-esteem  to  the  danger  point. 

Bruch  (1967)  has  studied  obesity  and  has  come 
to  the  conclusion  there  was  evidence  of  both  con- 
ceptual and  perceptual  defects,  that  is,  an  inability 
to  identify  correctly  hunger  and  other  bodily  sensa- 
tions, probably  an  outcome  of  incorrect  learning  ex- 
periences early  in  life.  Bolen  and  Boyd  (1968)  exam- 
ined gambling  activity  and  felt  it  was  a  mode  of 
satisfying  multiple  aggressive  and  libidinal  impulses, 
punitive  in  nature,  in  a  culturally  acceptable  fashion. 
It  was  also  a  defense  against  painful  affects  and  a 
way  of  warding  off  severe  psychological  deterioration. 

Continued  study  of  these  forms  of  indirect  self- 
destructive  activity  will  yield  much  to  our  theo- 
retical understanding  of  suicide.  Even  more,  it  merges 
into  areas  of  nonpathological,  socially  acceptable  be- 
havior, lending  the  possibility  of  further  insights  into 
"normal"  functioning.  Practical  rewards  in  such 
areas  as  increased  controls  in  automobile  driving,  bet- 
ter treatment  of  frustrating  patients  on  hospital  wards, 
lessening  of  social  and  personal  distress  from  addic- 
tions and  gambling  are  more  than  enough  reasons 
for  intensive  efforts  in  this  area. 

F.    Epidemiology  and  Demography 

The  area  of  who.  how,  where,  when,  and  how 
often  has  probably  been  the  most  extensively  explored, 
if  one  looks  at  the  entire  scope  of  suicide  research. 
While  the  earliest  treatises  were  primarily  philosophi- 
cal and  moral,  statistical  compilations  began  to  appear 
in  the  nineteenth  century  as  governments  and  author- 
ities began  to  include  suicide  as  one  of  the  account- 
able indices  of  their  society.  The  epidemiologists 
soon  became  concerned  with  the  tabulation  of  sui- 
cide, especially  suiride  deaths,  for  each  country  and 
for  selected  geographical  areas  within  each  country. 


When  sociology  appeared  on  the  professional  scene, 
sociological  studies  of  suicide  began  to  report  its 
relationship  to  demographic  and  ecologic  factors. 
Sociological  theory  appeared  early  with  Durkheim's 
(1897)  masterful  evaluation  of  the  statistics  on  sui- 
cide as  a  means  of  illustrating  his  categories  for  so- 
ciety and  the  consequent  relationships  with  its  mem- 
bers. Durkheim's  theory  was  so  impressive  that  it 
wasn't  actually  until  the  post  World  War  II  period 
that  new  sociological  viewpoints  of  suicide  began  to 
appear,  as  in  Henry  and  Short's  social  status  theory, 
Gibbs  and  Martin's  status  integration  theory,  Doug- 
las' social  meanings  theory,  Maris'  modification  of 
Henry  and  Short  to  emphasize  status  change  rather 
than  status  position,  and  Breed's  reintroduction  of 
Durkheim's  neglected  fourth  category,  "fatalistic" 
suicide,  in  which  the  individual  is  inextricably  locked 
into  his  society  by  excessive  regulations. 

1.  Demography.  There  have  been  a  great  many 
of  the  traditional  researches  into  the  relationship  be- 
tween various  kinds  of  suicidal  behavior  and  demo- 
graphic characteristics,  such  as  age,  sex,  marital 
status,  days  of  the  week  and  month,  national  and  ra- 
cial groups,  urban  and  rural  differences,  economic 
effects,  "religious"  influences,  the  impact  of  war,  etc. 
Dublin  (1963)  provides  one  of  the  most  complete 
surveys  of  this  field  and  the  World  Health  Organiza- 
tion in  1967  published  a  review  of  selected  publica- 
tions in  this  area.  The  Statistical  Bulletin  of  the 
Metropolitan  Life  Insurance  Company  continues  to 
report  intermittently  on  various  demographic  aspects 
of  suicide  among  their  policy  holders,  a  large  enough 
population  to  provide  meaningful  conclusions  about 
the  general  population.  Statistical-sociological  reports 
continue  to  be  issued,  serving  the  useful  but  limited 
purpose  of  noting  the  present  status  of  suicide  in 
particular  parts  of  the  country  and  world.  The  World 
Health  Organization  reports  figures  on  committed 
suicide  submitted  to  it  by  its  member  governments, 
while  individuals  in  various  parts  of  the  world  have 
reported  the  results  of  their  own  large  scale  studies, 
as  for  example,  Krupinski,  Stoller,  and  Polke  (1966- 
1967)  in  Victoria,  Australia;  Prokupek  (1966)  in 
Czechoslovakia;  Achte  (1962,  1963a,  1963b)  in  Hel- 
sinki, Finland;  Paerregaard  (1966)  in  Denmark; 
Sainsbury  (1955)  in  London;  Rendon-Aponte 
(1969)    in  Venezuela,  and  others. 

2.  Specific  studies  of  demography  and  ecology. 
More  recently,  the  studies  have  begun  to  examine  in 
greater  detail  some  of  the  specific  relationships  be- 
tween suicide  and  demography,  and  between  sui- 
cide and  ecology  (defining  the  latter  as  the  study  of 


relationships  between  aspects  of  human  groups  and 
social  and  cultural  patterns).  For  example,  Hershon 
(1968)  reported  on  a  study  of  an  eight-year  period 
in  a  rural  area  of  Britain  and  found  that  the  num- 
ber was  increasing  at  a  rate  beyond  which  could  be 
expected.  It  was,  however,  still  lower  than  equiv- 
alent urban  rates.  McMahon,  Johnson  and  Pugh 
(1963)  reported  on  the  relationship  of  suicide  rates 
to  social  conditions,  and  an  article  by  McCulloch, 
Philip  and  Carstairs  (1967)  reported  changes  in  sui- 
cide behavior  in  Edinburgh,  e.g.,  for  the  first  time, 
there  seemed  to  be  equal  numbers  of  both  sexes  in 
the  committed  suicide  statistics.  They  also  felt  the 
data  pointed  to  old,  lonely  tenament  dwellers  and 
younger  persons  from  grossly  disturbed  families  as 
two  readily  distinguishable  subgroups  in  the  popula- 
tion. 

3.  Environmental  factors.  Suicide  continues  to 
be  investigated  in  relation  to  other  external  environ- 
mental factors,  such  as  holidays,  day  of  the  week 
and  months  (Blachly  and  Fairley,  1969)  and  cli- 
mate, weather  and  geomagnetic  fluctuations  (Po- 
korny,  1966;  Pokorny  and  Mefferd,  1960;  Prokopek, 
1968).  The  results  continue  to  yield  no  significant 
associations. 

4.  Method.  Some  studies  look  at  the  method 
used  in  suicide  as,  for  example,  barbiturates,  nar- 
cotics and  poisons  (Achte,  1967;  Curphey,  Shneid- 
man  and  Farberow,  in  press).  Of  interest  is  the 
reflection  of  national  attitudes  in  the  predominant 
methods  used,  and  the  changes  over  time  as  new 
drugs  have  appeared.  Thus,  the  use  of  barbiturates 
for  suicide  has  been  increasing  steadily  in  most  parts 
of  the  world  during  the  past  decade,  and  in  some 
parts  of  this  country  has  actually  become  the  pre- 
dominant method  in  suicide,  surpassing  guns  and 
explosives,  long  the  leading  category.  In  Los  Ange- 
les, for  example,  40  percent  of  the  suicides  now  are 
committed  with  barbiturates  versus  35  percent  with 
guns  and  explosives.  Barbiturates  are  also  the  major 
method  for  suicide  in  the  Scandinavian  countries. 
Other  methods  continue  to  rank  high  depending  upon 
country  and  culture,  for  example,  coal  gas  in  Eng- 
land and  Austria,  hanging  in  Africa. 

5.  Occupation.  At  least  15  articles  have  appeared 
in  the  past  decade  on  occupation  and  suicide.  Socio- 
economic status  is  still  considered  to  contribute  dis- 
proportionately from  the  upper  levels.  Within  this 
level,  much  attention  has  been  focused  on  suicide 
among  physicians,  with  a  number  of  researchers 
reporting  that  the  rates  are  consistently  higher  than 
average,    especially    for    the    psychiatrist    (Freeman, 
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1967;  Blachly,  Osterud  and  Josslyn,  1963;  Gop- 
pelt,  1968;  and  Freed,  1969).  Craig  and  Pitts  (1968) 
however,  show  that  the  rate  of  suicide  for  physicians, 
when  corrected  for  age,  is  not  significantly  higher 
than  the  rate  for  the  age  of  white  males  of  the  same 
age  group.  Simon  and  Lumry  (1968)  studied  suicide 
among  the  physicians  who  were  patients  in  a  mental 
hospital  and  found  they  were  difficult  to  identify, 
with  many  of  their  propensities  toward  suicide  so 
well  hidden  as  to  make  them  difficult  treatment 
prospects. 

Several  articles  have  examined  suicide  among  the 
military,  for  example,  Newby  and  Van  Der  Heide 
(1968)  who  reviewed  139  suicide  gestures  in  the 
army,  and  Eggertson  and  Goldstein  (1968)  who 
looked  at  suicide  by  Air  Force  personnel.  Little  was 
found  to  account  for  the  suicides  except  that  they 
were  older,  and  that  there  was  some  relationship, 
though  unclear,  to  command  assignment. 

6.  Cross-cultural  studies.  Cross-cultural  and  trans- 
national studies  in  depth  of  suicide  groups  have  be- 
gun to  appear.  A  pioneering  intensive  study  (Hendin, 
1964)  compared  groups  of  attempted  suicides  in  Den- 
mark, Sweden,  and  Norway,  using  data  collected 
through  psychiatric  interviews  and  extensive  exam- 
ination of  the  literature  for  cultural  background.  He 
found  differences  in  child-rearing  practices  accounted 
in  part  for  suicides  in  each  country.  Farberow  and 
Simon  (1968)  compared  committed  suicides  in  Vien- 
na and  Los  Angeles,  and  Rudestam  (in  press)  com- 
pared committed  suicides  in  Stockholm  and  Los 
Angeles  through  the  use  of  the  psychological  autopsy 
technique.  By  interviewing  survivors  of  suicides  in 
each  of  the  countries,  comparisons  of  the  groups  of 
suicides  were  possible  through  the  use  of  identical 
protocols  and  procedures  (translated  into  the  na- 
tive language  item  for  item).  Some  differences  were 
found  in  methods,  cultural  acceptance  of  deviation 
and  mental  health  assistance,  and  communications. 
Swedish  characteristics  of  egalitarianism,  pacifism 
and  secularism  were  felt  to  play  a  significant  role  in 
the  development  of  cultural  attitudes  toward  suicidal 
behavior. 

Studies  of  suicide  among  the  blacks  must  include 
comparisons  with  the  predominant  white  culture 
within  which  it  occurs.  Breed's  (1969)  study  of  sui- 
cide among  the  blacks  of  New  Orleans  emphasized 
the  rigidity  or,  at  most,  highly  limited  flexibility 
of  their  occupational  opportunities.  Hendin's  (1969) 
investigation  of  suicides  among  ghetto  Negroes  noted 
the  same  kind  of  occupational  social  restrictions  for 
blacks  as  Breed,  and  found  that  in  the  age  group 


20-35,  the  suicide  rate  for  black  Americans  of  both 
sexes  who  live  in  cities  was  twice  that  of  the  young 
white  population. 

7.  Suicide  subgroups.  Various  subgroups  of  sui- 
cidal persons  have  been  examined  to  determine  the 
demographic  (and  personality)  aspects  which  might 
be  specific  to  their  suicidal  behavior.  Tuckman, 
Youngman  and  Kreizman  (1968)  compared  persons 
making  multiple  suicide  attempts  with  those  making 
single  attempts  and  found  little  difference  in  the 
general  characteristics.  Tuckman  and  Ziegler  (1968) 
compared  single  and  multiple  notewriters  and  found 
greater  affect  and  other-reference  pronouns  in  the 
notes  of  multiple  notewriters. 

Frederick  (1968)  looked  at  the  handwriting  of 
suicide  persons  through  suicide  notes  and  found  that 
specific  clues  differentiating  them  from  nonsuicidal 
matched,  control  notewriters  were  difficult  to  assess. 
However,  the  experienced  graphologist  apparently 
was  able  to  identify  the  handwriting  of  the  suicidal 
person. 

Many  studies  of  post-attempt  or  threat  hospitalized 
suicidal  persons  have  been  carried  out  (for  example, 
Boxall  and  Chauvel,  1966,  in  Australia;  Deux,  1963, 
in  France;  Harrington  and  Cross,  1959,  in  England; 
Hoffman,  Ringel,  and  Wander,  1963,  in  Austria; 
Schochet,  1964,  in  Maryland,  and  others).  This 
group  of  post-attempt  hospitalized  patients  has  been 
the  major  source  of  information  about  demographic 
and  epidemiological  characteristics  of  suicidal  per- 
sons, and  the  information  has  remained  remarkably 
consistent  in  terms  of  higher  female-to-male  ratio, 
younger  age,  white,  less  lethal  methods,  etc.  Similar 
reports  on  committed  suicides  among  hospital  pa- 
tients have  been  reported  (Achte,  Stenback  and 
Teravainen,  1966,  in  Finland;  Beisser  and  Blanchette, 
1961,  in  Los  Angeles;  Faberow  and  others  on  sui- 
cides among  neuropsychiatric  schizophrenics,  anxiety 
and  depressive  neurotics,  cardiorespiratory  and  car- 
cinoma patients,  1961,  1962,  1966,  1963;  Ringel, 
1961,  in  Austria;  Stengel,  1964,  in  England,  and 
others).  Farberow,  et  al  (1969)  in  a  report  on  sui- 
cides in  a  large  system  of  hospitals,  found  a  rate  of 
72.0  in  neuropsychiatric  (NP)  hospitals  and  6.0  in 
general  medical  and  surgical  hospitals,  median  ages 
in  the  30's  for  NP  suicides  and  40's  for  GM&S  sui- 
cides, and  that  most  of  the  NP  patients  who  commit 
suicide  do  so  outside  of  the  hospital.  Preferred 
methods  vary  with  availability,  with  guns  most  com- 
mon outside  of  the  hospital  and  jumping  or  hanging 
used  most  often  inside  the  hospital. 

New  populations  of  suicidal  patients  have  begun 
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to  appear  in  the  literature  during  the  past  decade. 
These  have  been  reports  from  suicide  prevention 
centers  which  have  collected  data  on  their  popula- 
tions and  have  begun  to  place  them  into  the  litera- 
ture. Among  these  have  been  a  series  of  reports  from 
the  Suicide  Prevention  Center  in  Los  Angeles  (Far- 
berow,  et  al.,  1966;  Kaphan  and  Litman,  1962;  Lit- 
man, Shneidman  and  Farberow,  1961;  Litman,  in 
press,  and  Wold,  in  press)  which  have  described 
the  population  calling  the  Center.  Of  note  has  been 
the  marked  similarity  of  their  patients  and  the  at- 
tempt population  with  its  model  group  of  young 
white  females.  Similar  reports  have  come  from  Aus- 
tralia where  Bartholomew,  Kelley  and  Staley  (1963) 
and  Bartholomew  and  Kelley  (1963)  have  described 
the  callers  of  their  Personal  Emergency  Advisory 
Services;  Vienna,  where  Ringel  (1968)  conducted 
the  Suicide  Prevention  Service  of  Caritas  and  of 
the  University  Neuropsychiatric  Clinic;  and  from 
London  where  Varah  (1966)  established  his  group 
of  Samaritans.  It  is  impressive  how  the  populations 
among  all  the  centers  are  so  similar  (Wilkins,  1969). 

8.  Psychiatric  diagnosis.  Early  survey  studies 
(Sainsbury,  1955)  had  indicated  that  psychiatric  ill- 
ness was  a  significant  component  of  the  act  of  self- 
destruction.  Robins,  et  al.  (1959)  and  Dorpat  and 
Ripley  (1960)  studied  consecutive  series  of  com- 
mitted suicides,  paying  special  attention  to  psychiatric 
symptoms.  After  interviewing  family  members,  as- 
sociates and  attending  physicians  as  well  as  reviewing 
hospital  records,  Robins'  group  concluded  that  95  per- 
cent of  the  suicides  in  their  series  were  psychiatrically 
ill  at  the  time  of  the  act.  Dorpat  and  Ripley  reached 
this  conclusion  in  all  of  their  cases.  The  most  fre- 
quent diagnoses  were  manic-depressive  depression 
and  alcoholism.  Robins,  in  the  study  cited  above, 
reviewed  all  follow-up  studies  of  manic-depressive 
disease  in  which  cause  of  death  was  reported.  The 
death  rate  by  suicide  was  remarkably  similar,  at 
about  14.5  percent,  despite  differences  in  size  of 
groups,  length  of  follow-up  and  country  of  origin. 
Robin's  conclusion  was  that  the  lifetime  risk  of  sui- 
cide in  manic-depressive  disease  is  about  1  in  7,  a 
rate  vastly  higher  than  that  for  any  other  group, 
however  characterized.  The  evidence  indicates  that 
the  risk  of  suicide  is  not  uniform,  but  is  present  dur- 
ing exacerbations  of  depression  and  absent  dur- 
ing remissions. 

Alcoholism  (with  or  without  depression)  accounted 
for  roughly  one-fourth  of  the  suicides  in  both  the 
Robins  and  the  Dorpat  and  Ripley  studies.  As  with 
depression,  risk  is  not  uniformly  high.  Murphy  and 


Robins  (1957)  found  that  fully  one-third  of  the 
alcoholics  in  their  series  had  experienced  loss  of  the 
person  closest  to  them  within  six  weeks  or  less  prior 
to  the  suicide.  Such  loss  was  not  often  found  to  have 
been  a  recent  antecedent  of  suicide  among  the  de- 
pressives.  This  finding  of  special  vulnerability  for 
alcoholics  has  important  strategic  implications  for 
suicide   prevention. 

9.  What  next?  Studies  of  the  demography  and  epi- 
demiology of  suicidal  phenomena  are  now  traditional. 
Data  describing  the  demographic .  characteristics  of 
various  groups  of  suicidal  persons,  features  of  the 
suicidal  event,  its  relationship  to  socioeconomic  fac- 
tors, and  the  epidemiology  of  suicide  according  to 
geographical  location  seem  to  yield  consistently  simi- 
lar results.  Continuation  of  the  studies  in  these  areas 
in  the  same  way  holds  little  promise  of  adding  any 
new  information  about  suicide  or  increasing  our 
understanding  of  it.  This  does  not  mean,  however, 
that  there  are  no  further  problems  for  fruitful  re- 
search in  this  area.  For  example,  it  has  long  been 
recognized  that  the  data  collected  in  many  of  the 
studies  are  suspect,  essentially  because  of  the  great 
variability  in  definition  of  terms  (taxonomy),  cri- 
teria for  certification  of  suicide  deaths,  and  proce- 
dures used  in  the  determination  of  certification. 
Shneidman  (1967)  has  proposed  a  change  in  the 
categories  of  suicide  death  to  incorporate  the  essen- 
tial psychological  elements  motivating  the  death, 
such  as  intention,  subintention  and  unintentional. 
Stengel  and  Farberow  (1968)  reported  an  interna- 
tional survey  in  which  the  responses  from  over  30 
countries  indicated  great  variability  in  procedures 
and  criteria  used  in  certification.  There  is  real  need 
for  further  study  of  certification  procedures  in  vari- 
ous countries,  and  even  in  different  places  within  the 
same  country.  There  is  equal  need  for  determination 
of  valid  and  feasible  criteria  for  easy  classification 
of  suicide.  Judgment  of  psychological  status  at  the 
time  of  death  is  fundamental  in  determining  whether 
or  not  a  death  is  suicide  or  some  other  mode,  but 
not  every  country  is  yet  ready  to  accept  the  use  of 
a  behavioral  scientist  in  the  certifying  authority's 
office  to  help  determine  the  mode  of  death. 

The  question  of  the  incidence  of  suicidal  behavior 
in  the  general  population  remains  unanswered. 
Granted  the  difficulties  in  the  reporting  and  certifica- 
tion of  suicide  deaths,  the  problem  still  lies  in  deter- 
mining the  extent  of  the  phenomena.  Attempts  to 
estimate  the  frequency  of  nonlethal  suicidal  behaviors 
as  they  occur  in  the  community  are  multiplied 
manyfold.  In  the  United  States  there  are  no  official 
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requirements  for  reporting  of  self-injury  or  self- 
destructive  behavior  (except  in  isolated  individual 
communities).  Taboo  feelings  presently  hamper 
many  from  seeking  aid,  much  less  conforming  with 
official  demands  for  reporting.  What  is  needed  are 
large  scale,  well  designed,  intensive  surveys  of  se- 
lected communities,  urban  and  rural,  employing 
skilled  interviewers,  who  will  be  able  to  elicit  infor- 
mation about  a  subject  around  which  there  is  still 
much  shame  and  embarrassment.  Such  information 
about  suicidal  behavior  may  range  on  the  continuum 
from  rumination  and  ideation  of  death,  through 
severe  feelings  of  depression  and  worthlessness,  ex- 
pressed threats  of  suicide,  overt  acts  of  self-injury 
(ranked  in  some  order  of  seriousness),  and  actual 
suicide  deaths.  With  such  data  we  may  begin  to 
answer  such  questions  as  rates  for  all  kinds  of  sui- 
cidal behavior  among  age-sex  groups,  and  ethnic, 
occupational,  national,  and  other  subgroups.  We 
might  be  able  finally  to  determine  the  true  extent 
of  suicidal  activity  as  a  public  health  problem. 

G.    Primary  Prevention 

Studies  using  currently  available  measures  of 
lethality  have  indicated  that  in  general  the  popula- 
tion using  the  suicide  prevention  center  in  the  ma- 
jority tends  to  be  low  in  lethality  (Wold,  in  press). 
The  proportion  of  patients  who  are  high  or  serious  in 
suicidal  potentiality  is  only  around  15  percent.  While 
this  does  not  in  any  way  lessen  the  usefulness  or 
value  of  the  suicide  prevention  service  as  it  now 
exists,  it  does  become  apparent  that  other  procedures 
have  to  be  fashioned  to  reach  the  group  of  persons 
in  the  community  who  are  high-risk  suicidals  but 
who  are  not  availing  themselves  of  the  suicide  pre- 
vention center  services. 

Clinical  research  in  this  area  is  needed  to  explore 
methods  for  identifying  and  locating  high-risk  sub- 
populations  in  the  community  and  for  fashioning 
specific  programs  for  establishing  a  therapeutic  rela- 
tionship. Previous  experience  will  help  identify  the 
highest  risk  subgroups  which  would  present  the  most 
favorable  cost-gain  ratio  where  first  efforts  might 
be  applied.  A  basic  prerequisite  for  determination  of 
such  a  group  will  be  the  evaluation  of  suicide  poten- 
tiality derived  from  an  adequate  assessment  schedule. 

Two  examples  of  high-risk  groups  with  highest  cost- 
gain  ratios  and  possible  programs  for  their  identifica- 
tion and  location  are  the  "old  and  alone"  and  those 
who  have  made  prior  suicide  attempts.  The  greatest 
contribution  to  the  suicide  rate  in  this  country  comes 
from  older  white  males,   60   and  above.  Locating 


suicidal  persons  in  the  60-and-above  age  group  might 
be  accomplished  through  the  establishment  of  liaison 
with  nursing  homes,  where  much  of  the  population 
is  old,  white  male  in  both  physical  and  psychological 
stress;  with  the  Bureau  of  Public  Assistance,  which 
might  help  in  identifying  possible  suicidal  persons 
among  their  old  age  security  caseload;  with  senior 
citizens  resources  which  could  be  alerted  to  look  for 
suicidal  signs  among  their  clientele;  with  the  Social 
Security  Administration,  which  might  provide  the 
names  of  the  persons  who  reach  retirement  age;  and 
with  board  and  care  homes  which  have  many  among 
their  population  similar  to  those  in  nursing  homes. 

Possibly  the  most  fruitful  primary  prevention  ac- 
tivity would  be  in  working  with  persons  who  have 
made  prior  suicide  attempts.  There  is  much  evidence 
that  this  subgroup  is  one  of  the  highest  risk  groups 
for  subsequent  suicidal  behavior  (Eisenthal,  Farbe- 
row  and  Shneidman,  1966;  Tuckman  and  Young- 
man,  1963).  The  task  of  identifying  and  locating 
such  persons  in  the  community  may  be  done  by  estab- 
lishing a  liaison  with  the  local  emergency  receiving 
hospitals  so  that  all  suicide  attempts  are  referred  to 
the  program;  with  police,  who  are  often  involved  in 
the  early  stages  of  a  suicide  attempt,  frequently 
being  called  when  there  is  no  other  resource  avail- 
able; and  with  the  local  physicians  who  might  be 
persuaded  to  refer  any  patient  they  treat  for  a 
suicide  attempt  to  the  program. 

Special  procedures  and  techniques  for  initiating  the 
contact  and  maintaining  a  relationship  with  such 
subpopulations  must  be  devised.  It  is  not  easy  to 
impose  a  program  upon  patients  unwilling  to  use  it. 
This  may  be  one  place  where  the  use  of  helpers  who 
have  had  the  experience  of  a  prior  suicidal  attempt 
themselves  may  be  of  value.  Such  persons  initiating 
and  maintaining  the  contact  might  be  more  readily 
accepted  by  persons  with  their  own  history  of  suicide 
attempts.  When  professional  help  is  needed,  appro- 
priate referral  can  then  be  quickly  made. 

H.    Treatment 

Research  on  treatment  procedures  may  be  divided 
into  reports  dealing  with  agency  treatment;  develop- 
ment of  procedures  and  techniques  for  use  with  the 
suicidal  persons;  and  specific  cautions  in  the  treat- 
ment of  suicidal  persons. 

1.  Agency  treatment. 

a.  Neuropsychiatry  hospital.  The  traditional 
method  of  treating  persons  who  have  become  sui- 
cidal, hospitalization  in  mental  or  neuropsychiatric 
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wards  of  general  medical  and  surgical  hospitals, 
have  been  examined  and  reported  in  many  articles 
in  the  past  decade.  Stone  and  Shein  (1968)  and 
Shein  and  Stone  (1969)  feel  that  suicide  in  mental 
hospitals  generally  occurs  in  patients  known  to  be 
suicidal.  Conventional  psychotherapy  provides  in- 
sufficient protection  and  they  suggest  an  active 
clinical  approach  which  includes  open  discussion 
of  the  concern  about  suicide  with  the  patient,  ex- 
ploration of  his  convictions  about  reality,  sharing  of 
concern  about  suicide  with  other  staff  and  family 
members,  and  efforts  directed  at  eventual  charac- 
terological  change.  Harris  and  Myers  (1968)  see 
hospitalization  as  only  one  part  of  the  total  treat- 
ment program.  They  stress  that  good  hospital  treat- 
ment revolves  around  a  readily  available  therapist 
who  will  coordinate  the  activities  of  hospital  per- 
sonnel, and  suggest  that  there  be  a  careful  satisfac- 
tory therapeutic  relationship  continued  after  dis- 
charge. Kessel,  McCulloch,  Hendry,  Leslie,  Wallace 
and  Webster  (1964)  discuss  hospital  management 
of  attempted  suicide  in  Edinburgh,  and  Ettlinger 
(1969)  reports  on  suicide  prevention  at  Sodersjuk- 
huset,  the  large  central  hospital  in  Stockholm. 
Ettlinger  and  Ringel  (1969)  both  stress  the  im- 
portance of  availability  of  all  facilities  for  treat- 
ment for  suicidal  patients.  This  includes  neuro- 
psychiatric  hospital,  a  poison  detoxification  center, 
and  outpatient  treatment  in  a  suicide  prevention 
center  or  social  work/psychiatric  agency.  Farberow, 
Shneidman  and  Leonard  (1962)  and  Farberow 
and  McEvoy  (1966)  discuss  the  need  for  under- 
standing and  tolerance  of  the  dependent-dissatis- 
fied patient  and  careful  evaluation  of  the  release 
environment  before  discharge. 

b.  Suicide  prevention  centers.  The  last  decade 
has  seen  the  establishment  of  suicide  prevention 
centers  or  services  in  various  forms  established  in 
the  community.  These  have  taken  shape  according 
to  different  models,  depending  upon  the  type  of 
staffing,  location  and  the  type  of  support.  Hirsh 
(1960),  in  an  early  article,  discussed  a  trouble- 
shooting clinic  as  a  prototype  of  a  comprehensive 
community  emergency  service,  anticipating  by  sev- 
eral years  the  community  mental  health  center 
movement  and  today's  crisis  clinics.  McGee 
(1965)  discussed  the  suicide  prevention  center  as  a 
community  agency  and  how  it  functioned  as  a 
model  for  community  mental  health  programs. 
Farberow  (1969)  described  the  necessary  consid- 
erations in  establishing  and  operating  a  suicide  pre- 
vention   center,    that    is,    its    basic    concepts    and 


conceptions.  Jarmusz  (1969)  has  also  reported  on 
the  important  factors  in  establishing  an  independ- 
ent suicide  prevention  service. 

Haughton  (1968)  describes  in  detail  the  devel- 
opment of  the  suicide  prevention  center  movement 
in  the  decade  after  the  establishment  of  the  first 
suicide  prevention  center  in  Los  Angeles.  His  re- 
port, prepared  in  early  1968,  reported  60-plus 
centers  in  operation;  currently  there  are  over  130 
centers.  Farberow,  Heilig  and  Litman  (1968) 
have  also  reported  on  the  present  status  of  suicide 
prevention  centers  and  services  in  the  United 
States,  indicating  18  percent  professionally  staffed, 
24  percent  nonprofessional^  staffed,  and  50  per- 
cent mixed;  27  percent  independent,  17  percent 
in  emergency  hospital,  18  percent  in  other  agen- 
cies; and  28  percent  government  supported,  43 
percent  publicly  supported,  and  15  percent  with 
mixed  support. 

Many  of  the  new  services  in  the  United  States 
can  be  classified  according  to  whether  they  are  an 
"independent"  service,  that  is,  a  center  focused 
only  on  the  one  kind  of  treatment  program,  or  an 
"inserted"  service,  in  which  the  suicide  prevention 
program  is  adapted  into  a  psychiatric  agency 
which  offers  a  wide  range  of  other  services,  such 
as  a  community  mental  health  center.  Examples 
of  "independent"  service  suicide  prevention  centers 
are  many.  A  number  of  reports  have  been  pub- 
lished about  the  Los  Angeles  Suicide  Prevention 
Center  describing  its  clinical  procedures,  experi- 
ence with  professional,  pre-  and  nonprofessional 
staff,  the  relationship  with  other  agencies  in  the 
community,  and  other  techniques  that  have  been 
developed  in  their  experience  (Shneidman  and 
Farberow,  1968;  Litman,  1963).  Hankoff  and 
Waltzer  (1968)  discuss  a  suicide  prevention  serv- 
ice in  a  psychiatric  receiving,  hospital  setting. 
Brunt,  Rotov  and  Glenn  (1968)  report  on  a  sui- 
cide prevention  center  in  a  public  mental  hospital 
in  a  relatively  isolated  section  of  New  Jersey. 
Operating  as  a  telephone  service,  they  felt  a  sui- 
cide prevention  service  can  function  smoothly  and 
effectively  in  a  state  hospital  and  without  too  much 
strain  on  the  budget.  They  discuss  the  telephone 
as  an  instrument  for  carrying  out  therapy  and 
conclude  from  their  experience  that  it  presents 
many  advantages.  Garrard  (1968)  reports  on  a 
community  suicide  prevention  activity  staffed  by 
nonprofessionals  in  a  relatively  small  population 
center  in  North  Carolina.  McGee  and  McGee 
(1968),  reporting  on  the  establishment  of  a  non- 
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professionally  staffed  community-supported  center 
in  Florida,  emphasize  the  need  to  integrate  the 
separate  services  into  the  total  network  of  the  health 
and  welfare  system  of  the  community.  Resnik 
(1968)  reports  on  another  center  in  Florida  and 
indicates  the  significance  of  careful  selection  of  the 
nonprofessional  helpers  used  as  persons  who  re- 
sponded to  the  telephone. 

In  other  countries,  Bartholomew  and  Kelley 
(1962a  and  1962b)  report  on  the  personal  emer- 
gency advisory  service  set  up  in  Melbourne, 
Australia,  describing  their  procedures  and  results 
in  an  agency  established  in  a  hospital  setting  but 
operated  by  nonprofessional  staff.  The  Samaritans 
in  England  have  been  reported  by  Varah  (1967) 
and  Fox  (1969)  as  following  a  model  which  care- 
fully selects  and  trains  nonprofessional  people,  has 
readily  available  psychiatric  consultation,  and 
keeps  in  close  liaison  with  community  resources. 
The  procedure  most  characteristic  of  the  Samari- 
tans is  befriending,  in  which  a  senior  Samaritan 
actively  befriends  the  suicidal  person  in  the  effort 
to  restore  his  ability  to  work  and  function. 

In  the  United  States,  the  community  mental 
health  center  movement  has  flourished  in  the  last 
five  years.  It  includes  emergency  treatment  as  one 
of  the  essential  services  offered,  and  this  service 
incorporates  suicide  prevention  activities.  Many 
community  mental  health  centers  are  currently 
receiving  training  in  the  application  of  suicide  pre- 
vention techniques  from  the  suicide  prevention 
centers  already  established. 

In  addition,  some  centers  have  patterned  them- 
selves as  a  crisis  clinic,  which  attempts  to  be  help- 
ful in  all  kinds  of  crises,  of  which  suicide  would 
only  be  one.  Several  reports  have  indicated  that 
this  model  is  a  useful  one,  especially  in  small 
centers  of  population  and  rural  areas. 

c.  Community  resources.  Experience  in  suicide 
prevention  centers  has  indicated  that  in  many  in- 
stances community  therapeutic  activity  plays  an 
important  role  with  suicidal  patients.  Use  of  gate- 
keeper groups,  such  as  physicians  and  clergymen 
in  selected  cases  has  been  shown  to  be  useful 
(Litman,  1963),  and  even  all  that  is  desirable  in 
some  instances  (Farberow,  et  al.,  1966) .  Friel  and 
Frank  (1958)  wrote  early  on  the  indicators  of 
suicide  potentiality  and  urged  hospitalization  for 
suicidal  agitated  behavior.  Motto  (1969),  Fried- 
man (1966)  and  Mintz  (1966)  have  discussed  in 
detail  the  various  considerations  for  the  general 
practitioners  in  the  management  of  the  suicidal 


patient  on  an  outpatient  basis.  Moss  (1966)  has 
discussed  the  treatment  of  the  suicidal  patient 
while  he  is  in  the  hospital,  while  Seale  and  Mc 
Nichol  (1965)  have  emphasized  the  community 
psychiatry  approach  to  the  suicidal  patient,  par- 
ticularly the  use  of  community  activities  in  help- 
ing the  patient  to  continue  his  functioning. 

2.  Techniques  in  working  with  the  suicidal  pa- 
tient. Specific  procedures  and  techniques  in  working 
with  suicidal  patients  are  discussed  in  detail  in  Res- 
nik's  book  (1968).  For  example,  Mintz  (1968)  dis- 
cusses individual  therapy  and  cautions  about 
counter-transference,  the  need  to  be  concerned  about 
disguised  communications  and  alertness  for  depres- 
sive tendencies.  Ringel  (1968),  and  Harris  and 
Myers  (1968)  describe  hospitalization  as  one  part  of 
the  total  process  of  psychotherapy.  Kalinowsky 
(1968)  emphasizes  the  importance  of  somatotherapy, 
or  electroconvulsive  therapy,  for  patient  severely 
depressed,  but  adds  that  other  factors  need  to  be 
taken  into  consideration  in  applying  the  technique. 
Kline  (1968)  discusses  in  detail  the  various  kinds  of 
pharmacotherapy  procedures  for  suicidal  patients,  in- 
dicating appropriate  combinations  and  most  effective 
dosages.  Farberow  (1968)  reports  his  experiences 
with  group  psychotherapy,  and  Speck  (1968)  dis- 
cusses family  psychotherapy,  especially  in  terms  of 
understanding  the  impact  upon  the  family  of  the 
suicidal  behavior  and  regarding  it  as  one  symptom 
of  family  malfunction. 

Karon  (1964)  assumes  that  suicide  is  the  result  of 
a  specific  fantasy,  that  killing  oneself  is  effective, 
aggressive  retaliation.  By  direct,  dramatic  denial  of 
the  effectiveness  as  a  technique  of  retaliation  in 
combination  with  a  warm  therapeutic  relationship, 
he  feels  that  the  suicidal  danger  can  be  diminished. 
Tabachnick  (1961)  emphasized  the  importance  of 
the  symbiotic  relationship  for  many  individuals. 
When  this  is  broken  the  best  possible  procedure  may 
be  hospitalization  in  order  to  support  the  person 
while  he  recovers  from  the  loss  of  the  loved  object. 
Seagull  (1967)  illustrated  two  different  approaches 
to  the  treatment  of  the  suicide  threat,  in  one  of 
which  he  ignored  the  suicidal  behavior,  and  in  the 
other  he  communicated  deep  sympathy  for  the  pa- 
tient. Neither  patient  committed  suicide. 

3.  What  next? 

a.  Crisis  intervention.  In  the  early  years  of  sui- 
cide prevention  center  development,  the  model  for 
treatment  considered  most  applicable  was  derived 
from  crisis  theory.  Indeed,  the  suicide  prevention 
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center  movement  helped  in  fashioning  crisis 
theory,  lending  to  it  the  hard  data  and  concrete 
experiences  to  support  the  generalizations  for 
emergency  psychiatric  and  psychological  care.  The 
suicidal  situation  was  considered  to  be  the  epitome 
of  crisis  and  the  suicide  prevention  center  to  be 
operating  in  the  very  crux  of  the  situation.  Crisis 
theory  developed  along  with  short-term  therapy 
(Bellak  and  Small,  1965),  which  was  derived 
and  modified  in  large  part  from  psychoanalytic 
conceptions.  Jacobson  (1965)  described  "crisis" 
therapy  as  it  evolved  from  the  patients  treated  at 
a  walk-in  emergency  treatment  center.  Darbonne 
(1967)  reviewed  crisis  theory  and  noted  the  gen- 
eral characteristics  of  short  frequency,  one  to  six 
sessions,  working  with  derivative  conflicts,  focus, 
directive  approach,  use  of  authority  and  activity, 
etc.  Farberow  (1968)  commented  on  the  review 
article  and  noted  especially  the  problems  in  defin- 
ing crisis  and  the  treatment  methods  designed  for 
it. 

In  another  article  Farberow  (1968)  commented 
on  crisis  theory  and  intervention  in  reference  to 
the  public  health  model  of  prevention.  He  de- 
scribed crisis  intervention  as  secondary  interven- 
tion, and  contrasted  it  with  tertiary  prevention 
activities  related  to  treatment  and  care  in  the  hos- 
pital and  doctor's  office,  and  primary  prevention 
in  which  the  illness  is  prevented  from  occurring 
at  all.  Secondary  or  crisis  intervention  occurs  at 
the  time  of  the  critical  event,  in  which  chaos  and 
disorganization  reign  and  reconstitution  is  the 
immediate  goal. 

Sometimes,  doctoral  research  is  significant.  One 
such  research  was  performed  at  the  Los  Angeles 
Suicide  Prevention  Center  by  Kenneth  Stein,  in 
which  he  started  out  investigating  the  nature  of 
the  crisis  situation  and  adaptive  versus  maladap- 
tive responses  to  it,  but  ended  up  with  a  challenge 
to  crisis  therapists  who  professed  to  be  practicing 
crisis  intervention  but  actually  were  not.  He  found 
the  population  of  the  Los  Angeles  Suicide  Preven- 
tion Center  to  consist  of  only  one-third  patients 
in  crisis,  using  Caplan's  three  necessary  sufficient 
criteria  of  1)  severe  precipitating  stress;  2)  ex- 
tensive emotional  arousal,  and  3)  pressure  to  re- 
solve the  stress  and  reestablish  homeostasis,  usually 
limiting  the  length  of  the  crisis  to  six  weeks  or  less. 
The  other  two-thirds  patients  were  not  considered 
to  be  in  crisis;  that  is,  their  problems  and  difficul- 
ties were  found  instead  to  be  exacerbations  in 
long-term  chronic  cases. 


The  implications  for  staffing  procedures,  treat- 
ments and  transfer  requirements  in  a  suicide  pre- 
vention center  are  great.  Many  of  the  chronic 
patients  are  alcoholic,  drug  addicts,  borderline, 
schizoid  patients  who  have  exhausted  the  capabili- 
ties of  the  community.  They  become  suicidal  too, 
but  it  is  more  often  a  not  too  unusual  part  of  the 
entire  pattern  of  insufficient  and  inefficient  coping 
mechanisms.  Their  lethality  levels  must  be  evalu- 
ated differently  and  their  treatment  programs 
specially  arranged.  Is  telephone  counseling  as  prac- 
ticed in  most  suicide  prevention  centers  sufficient 
for  them?  Probably  not.  Where  can  they  go  until 
the  self-destructive  feelings  are  resolved?  Hospitals, 
clinics,  families,  relatives,  and  friends  don't  want 
them.  Are  they  to  be  abandoned?  What  kind  of 
strengths  can  be  used,  when  these  to  begin  with  are 
known  to  be  weak?  How  can  more  effective  coping 
patterns  be  incorporated? 

Yet  the  question  also  returns  how  much  they 
contribute  to  the  committed  suicide  statistics.  In  a 
consecutive  sample  of  82  suicide  deaths  in  Los 
Angeles  investigated  by  means  of  the  "psychologi- 
cal autopsy"  technique,  8.5  percent  were  classified 
as  "down-and-out  and  alcoholic."  Much  research 
is  needed  on  this  problem,  which  has  extensive 
implications  for  the  future  of  suicide  prevention 
focus  and  activities. 

Some  suggestions  have  included  establishment  of 
"hospitality"  rooms  where  they  can  come  to  spend 
the  night,  talk  with  an  understanding  counselor, 
or  just  sit  in  the  company  of  a  helpful  person;  or 
the  use  of  "befriending"  personnel,  carefully  drawn 
from  formerly  suicidal  but  now  recovered  indi- 
viduals who  would  be  available  when  needed,  like 
Alcoholics  Anonymous  procedures;  or  the  use  of 
clergy  or  trained  persons  to  be  dispatched  to  home 
of  callers  for  control  and  action  at  the  scene. 

What  are  the  most  effective  procedures  for 
adolescents  and  youth  who  become  depressed  and 
suicidal?  How  effective  are  the  Hot  Lines  which 
have  proliferated  today  and  are  now  found  in  prac- 
tically every  community  and  on  every  university 
campus?  Do  the  responses  work  with  the  young 
on  drugs,  or  with  the  militant  young  blacks?  What 
are  the  most  effective  methods  for  meeting  suicidal 
crises  in  these  groups? 

In  another  vein,  study  of  the  persons  involved  in 
the  treatment  process  itself  is  a  neglected  yet 
significant  problem.  Who  are  the  people  who 
attempt  to  treat  the  suicidal  patient,  what  are 
their    characteristics    and    their    needs?    Resnik 


69 


( 1964)  studied  the  workers  in  a  suicide  prevention 
center  and  found  that  one-fourth  were  considered 
psychotic,  i.e.,  manic  depressive,  psychotic  depres- 
sive, and  schizophrenic,  and  that  twice  as  many 
workers  as  callers  reported  previous  attempts  on 
their  own  lives  (36  percent  versus  14  percent).  In 
their  handling  of  calls  they  tended  much  more 
often  to  view  the  callers  as  serious.  Resnik  em- 
phasized the  need  for  careful  selection.  Heilig, 
Farberow  and  Litman  (1968)  reported  on  the 
role  of  the  nonprofessional  worker  in  a  suicide 
prevention  center  and  substantiated  the  importance 
of  careful  selection,  training  and  supervision.  After 
one  year,  the  volunteers  responded  in  a  question- 
naire that  their  expectations  had  been  to  feel 
helpful  and  useful,  to  learn  new  material  and 
develop  new  skills,  and  that  these  had  been  met. 
They  also  indicated  they  felt  the  experiences  had 
made  them  more  sensitive,  understanding  and 
tolerant  of  others,  and  that  some  of  their  values 
had  changed,  e.g.,  what's  good  and  right,  coming 
to  terms  with  death  and  life,  more  self-confidence, 
especially  in  dealing  with  others,  and  an  increased 
acceptance  of  self  and  their  aspirations.  In  general, 
it  had  been  a  predominantly  positive  experience 
for  most  of  them. 

Snavely  (1969)  investigated  the  processes  of 
decision-making  by  professionals  in  treating  sui- 
cidal patients.  He  obtained  measures  on  psychia- 
trists, psychologists,  social  workers,  nurses  and 
nursing  assistants  in  a  neuropsychiatric  hospital 
and  on  clinical  associates  (nonprofessionals)  from 
a  suicide  prevention  center.  In  general,  he  found 
that  more  extensive  clinical  experience  seemed  to 
lead  to  a  more  conservative  judgment  and  re- 
strictive treatment  of  potentially  suicidal  patients. 
This  relationship  was  influenced  by  institutional 
norms,  especially  within  the  hospital.  There  was, 
however,  an  increase  in  the  tendency  to  be  more 
cautious  that  seemed  to  be  related  to  increased 
experience,  regardless  of  the  place  where  the 
judgments  were  being  made. 

Perhaps  the  most  extensive  research  in  this  area 
was  that  of  Kahne  (1968a,  1968b),  who  inquired 
into  an  "epidemic"  of  suicides  in  a  mental  hospital 
in  Massachusetts  and  gathered  information  on  the 
hospital  procedures  and  practices,  and  on  the 
personality  characteristics,  opinion  and  clinical 
practices  of  the  entire  psychiatric  staff  •  of  the 
hospital.  He  found  that  relative  size  and 
turnover  rates  of  the  mental  hospital  personnel 
bore  a  significant  relationship  to  the  time  at  which 


the  suicide  occurred,  illustrating  the  influence  of 
hospital  practices.  He  compared  therapists  who 
had  experienced  a  suicide  with  those  who  had  not, 
and  found  that  the  factors  which  distinguished 
them  were:  hospital  case  assignment  policy, 
therapist  position  in  the  hospital  structure,  oppor- 
tunities for  contact  with  the  patient,  and  capacity 
to  relate  to  patients  as  reflected  in  measures  of 
social  distance  and  attention  paid  to  the  patient's 
milieu.  Sex,  marital  status,  religious  affiliation, 
theoretical  orientations,  and  personality  character- 
istics did  not  distinguish.  Kahne  also  suggested  that 
hospital  practice  assigned  responsibility  to  the  group 
of  therapists  who  had  least  routine  consultative  and 
advisory  support,  and  that  residents  were  being 
asked  to  assume  responsibilities  with  emotional 
consequences  for  themselves  they  may  not  yet  have 
been  equipped  to  handle. 

Studies  such  as  these  offer  important  insights 
into  the  crucial  role  played  by  the  therapeutic 
agents  in  the  process  of  treating  suicidal  patients. 
More  studies  are  needed.  One  extension  may  be  in 
the  use  of  cultural  anthropologists,  trained  in  the 
technique  of  participant  observation,  who  can 
study  the  customs,  mores,  feelings  and  attitudes  of 
subcultures  of  a  neuropsychiatric  ward,  a  nursing 
home,  a  family  with  a  suicidal  patient  in  it,  etc. 
Longitudinal  studies  of  a  suicidal  patient  placed 
under  such  observation  might  tell  us  more  about 
the  personality  of  the  patient,  his  interaction  with 
significant  others  and  with  helping  agents,  and 
may  help  in  providing  clues  as  to  what  makes  a 
patient  become  nonsuicidal,  that  is,  the  course  and 
resolution  of  the  conflict. 

I.    Death  and  Violence 

It  seems  somehow  appropriate  to  end  this  report 
with  a  brief  discussion  of  death  and  its  relationship 
to  suicide.  Suicide  is  only  one  of  the  four  categories 
for  classifying  death,  viz.,  natural,  accident,  homi- 
cide. Suicide  also  describes  a  wide  variety  of  be- 
haviors which  are  very  much  a  part  of  life  and 
living.  These  behaviors  contain  the  possibility  of 
death,  more  or  less  imminent  depending  on  the  na- 
ture of  the  behavior,  but  it  is  also  apparent  that  the 
concept  of  death  as  the  end-product  of  the  behavior 
is  either  idiosyncratic  or  absent.  According  to  Freud, 
few  people  are  able  to  imagine  their  own  death,  but 
what  they  are  imagining  is  unknown.  Adam  (1967) 
reviewed  the  literature  in  suicide  and  felt  an  im- 
portant gap  in  our  knowledge  with  information  about 
suicidal  ideation  as  an  independent  phenomenologi- 
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cal  entity.  Such  study,  he  suggested,  should  include 
systematic  exploration  of  fantasy  regarding  death  and 
suicide  at  all  age  levels  and  their  function  in  the 
earliest  object  relationship  of  infancy. 

The  influence  of  various  conceptualizations  of 
afterlife  needs  to  be  appropriately  assessed.  The  goal 
most  often  sought  by  suicidal  patients  seems  not  to 
be  to  attain  something  but  more  to  get  away  from 
something.  Persons  seem  most  often  to  be  seeking 
release  from  terrible  pressures.  These  pressures  may 
be  primarily  internal  in  that  they  are  applied  in  the 
process  of  self-evaluation,  using  introjected  standards, 
but  the  essential  goal  is  to  have  those  feelings  and 
painful  pressures  relieved.  Thus,  "death"  is  not 
recognized  as  a  state  which  would  be  permanently 
irreversible  and  eternal,  but  rather  a  state  of  tem- 
porary nothingness. 

Systematic  studies  of  the  concepts  of  death  are  re- 
quired. The  work  of  Feifel,  Weisman,  Kastenbaum, 
Kubler-Ross,  and  others  are  well  known,  but  these 
are  only  the  beginning.  We  now  have  two  very  new 
journals  in  the  field,  Archives  of  the  Foundation  of 
Thanatology  and  Omega.  This  seems  like  an  appro- 
priate time  for  concerted  efforts  to  break  the  death 
taboo  and  to  explore  in  depth  its  role  in  the  socio- 
psychological  functioning  of  the  individual.  Physi- 
cians need  information  about  handling  the  problems 
with  terminally  ill  and/or  geriatric  patients;  clergy- 
men could  use  such  information  in  working  with 
families  where  suicide,  death  or  suicidal  behavior 
has  occurred;  and  educators  and  school  counselors 
need  to  know  the  role  such  concepts  play  in  the 
behavior  of  their  disturbed  children. 

The  relationship  of  suicide  to  violence,  aggression, 
and  hostility  remains  as  yet  to  be  explored  in  its 
wide  implications.  Is  there  any  relationship  to  suicide 
and  homicide  rates?  Is  the  act  of  self-injury  an  ag- 
gressive and  hostile  act?  Does  it  rank  as  the  same 
kind  of  behavior  as  an  action  bringing  harm  and 
injury  to  others?  Hendin  (1969)  draws  a  close 
relationship  between  the  suicides  of  the  young  blacks 
and  the  violence  and  frustrations  of  the  ghetto.  How 
often  is  there  in  the  behavior  of  the  self-injurious 
individual  evidence  of  pleasure  in  the  experience  of 
pain,  or  physiological  and  psychological  dissociation? 
How  closely  is  this  related  to  the  feelings  of  worth- 
lessness  over  personal  achievements  or  shame  or  guilt 
about  body  functions?  These  are  but  a  few  of  the 
questions  which  occur  over  the  relationship  of  sui- 
cide to  violence.  These  are  questions  best  answered 
through  long  range  intensive  study  of  individual 
suicidal  persons.   The  study  of  one  group  of  such 


cases  seems  highly  pertinent,  i.e.,  homicide-suicide 
cases  investigated  through  the  use  of  the  psychological 
autopsy  technique;  another  group  would  be  double 
suicides  or  suicide  pacts. 

Whatever  the  mode  by  which  death  occurs,  the 
fact  of  the  loss  is  unhappy.  This  is  especially  true  for 
self-initiated  death  which  so  often  is  unnecessary 
for  the  victim  and  unbearable  for  the  survivors.  What 
often  is  lost  or  lacking  is  the  element  of  hope.  Re- 
search provides  not  only  hope  but  the  help  needed 
for  constant  improvement.  Lives  saved  is  a  direct 
result. 
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INTRODUCTION 

The  Committee  on  Delivery  of  Services  was 
charged  with  the  responsibility  of  analyzing  existing 
suicide  prevention  programs,  and  making  recomen- 
dations  regarding  the  nature  and  function  of  suicide 
and  crisis  intervention  activities  for  the  next  decade. 
As  a  preamble  to  the  final  report  of  this  committee, 
it  may  be  helpful  to  review  some  of  the  complex 
conceptual  issues  which  plagued  the  members  during 
their  deliberations.  These  concerns  must  be  inevitably 
interwoven  throughout  the  entire  range  of  any  dis- 
cussion on  this  topic,  and  hence  some  effort  must  be 
made  to  understand  them  before  a  meaningful  set 
of  conclusions  can  be  drawn  on  the  issues.  Some  of 
the  problems  are  so  basic  that  they  are  entangled  in 
the  very  phrase  SUICIDE  PREVENTION  CEN- 
TER, which  was  the  most  central  focus  of  the  com- 
mittee's attention.  Often,  there  was  not  total  con- 
sensus among  the  members  as  to  conclusions,  recom- 
mendations, courses  of  action,  or  priorities.  However, 
there  was  no  disagreement  about  the  sources  of 
confusion  surrounding  the  problems  which  must  be 
confronted.  Whereas  each  member  may  have  differ- 
ent answers,  all  were  addressing  themselves  to  the 
same  broad  questions. 

The  following  paragraphs  present  a  survey  of  the 
issues  which  obfuscate  the  task  of  planning  for  the 
delivery  of  services.  The  key  words  are  Suicide,  Pre- 
vention, and  Center. 

Suicide 

Many  of  the  programs  which  are  currently  deliver- 
ing the  services  of  concern  here  have  developed  into 
much  more  than  suicide-related   activities.   Should 


they  attend  only  to  calls  that  involve  moderate  to 
high  lethality?  Is  it  true  that  responding  to  non- 
suicidal  persons  is  to  dilute  either  the  importance,  or 
the  capacity,  of  the  program?  Or,  should  the  program 
seek  to  expand  the  scope  of  its  operation  to  the 
extent  that  it  becomes  a  general  crisis  intervention 
service?  Are  most  suicides  properly  conceptualized 
as  extreme  responses  to  personal  crises,  and  shouldn't 
intervention  by  made  in  similar  crises  even  though 
suicide  is  not  a  present  threat?  Must  a  person 
threaten  or  attempt  to  kill  himself  in  order  to  find 
someone  who  cares  enough  to  listen  to  his  problem? 
Is  "crisis  intervention"  broad  enough  to  cover  the 
range  of  services  to  be  delivered?  Should  the  pro- 
grams move  in  the  direction  of  becoming  "Problems 
of  Living"  centers?  Is  there  any  human  problem  or 
stress,  whatever,  which  falls  outside  the  scope  of  ap- 
propriate concern  and  action  by  these  services? 

These  were  some  of  the  questions  the  committee 
asked  which  indicate  the  uncertainty  existing  over  the 
breadth  or  scope  which  suicide  and  crisis  services 
should  attempt  to  cover.  If  it  is  difficult  to  plan  for 
delivering  services,  it  is  at  least  partly  because  of  the 
great  difficulty  in  communicating  clearly  about  what 
kind  of  service  is  being,  or  should  be,  delivered. 

Prevention 

People  still  kill  themselves  in  communities  where 
suicide  prevention  programs  have  been  operating  for 
several  years.  Some  suicide  prevention  programs 
have  found  an  actual  increase  in  the  rate  of  suicide 
immediately  following  the  opening  of  the  service. 
Skeptics  generally  proclaim  that  suicide-prevention 
programs  cause  more  suicide;  many  people  agree  that 
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they  fail  to  prevent  suicide.  Is  suicide  prevention 
possible?  There  is  no  program  that  can  be  identified 
in  the  nation  thus  far  that  has  really  tried  to  prevent 
suicide,  at  least  in  the  primary  prevention  sense  of 
removing  the  causes  of  a  problem  before  it  can  be- 
come manifest. 

The  most  that  any  program  is  doing — and  many 
of  them  are  not  doing  an  adequate  job  of  it — is  to 
intervene  in  a  problem  where  suicide  is  already  a 
present  factor.  Therefore,  should  the  delivery  of  serv- 
ices be  programmed  around  more  active  and  more 
efficient  ways  of  intervening  in  existing  suicidal 
crises?  Or,  should  the  delivery  of  suicide  services  be 
confined  to  launching  social  action  programs  de- 
signed to  detoxify  the  social  environment,  or  immu- 
nize the  population  against  those  forces  which  pre- 
cipitate self-destructive  or  life-threatening  behaviors? 
There  is  no  unanimity  of  opinion  as  to  which  stance 
is  more  appropriate,  but  it  is  clearly  agreed  that  the 
majority  of  programs  to  date  have  been  little  more 
than  mediocre  intervention  services  at  best.  Further, 
whatever  the  mission  or  philosophy  a  program  sets 
for  itself  to  follow,  its  name  should  reflect  its  in- 
tended service  to  the  public. 

Center 

A  "center"  implies  a  facility,  a  place,  a  locus  of 
operation.  Many  suicide  "centers"  are  actually  an- 
swering services  which  route  incoming  calls  to  work- 
ers' homes  throughout  the  city.  A  surprising  number 
of  programs  do  not  have  a  room,  or  an  office,  where 
case  files  and  activity  records  are  collected  and 
stored.  In  those  "centers"  which  occupy  elaborate 
office  suites,  there  is  often  a  functional  isolation  from 
the  rest  of  the  community.  A  "center"  concept  also 
implies  independence  and  autonomy. 

Should  there  even  be  a  "center"  at  all?  Is  it 
more  useful  to  the  community  to  think  in  terms  of 
"program"?  How  broad  should  the  "program"  be  in 
terms  of  the  number  of  agencies  and  helping  re- 
sources included?  Is  it  possible  to  plan  for  a  suicide 
prevention  system  which  encompasses  all  of  the  units 
in  the  community  care-giving  network?  If  there  were 
an  adequate  system  for  delivering  suicide  and  crisis 
services,  wouldn't  a  center  be  unnecessary,  or  obso- 
lete? From  this  point  of  view,  the  spatial  locus  of 
services  could  be  in  one  place,  or  in  many  places 
simultaneously;  what  is  important  is  not  the  location, 
but  the  systematic  interrelationships  with  other  help- 
ing services. 

On  the  other  hand,  all  other  helping  agencies 
probably  should  be  related  to  some  center  of  focus 


on  the  problem  of  suicide.  To  abandon  the  notion 
of  a  central  focus  might  mean  a  return  to  leaving 
suicide  prevention  to  the  agencies  and  institutions 
which  have  existed  for  a  long  time,  and  which,  being 
aware  of  the  problem  of  suicide,  have  nevertheless 
failed  to  ameliorate  it. 

These  were  the  complex  issues  with  which  the 
Committee  grappled  in  a  serious  effort  to  delineate 
its  responsibility  to  the  Task  Force,  and  to  the  pro- 
fession of  suicidology  at  large.  Out  of  these  delibera- 
tions, some  consensus  emerged,  and  the  goal  of  this 
final  report  is  to  transmit  that  consensus  in  the 
form  of  propositions  which  represent  the  Commit- 
tee's recommendations  for  the  delivery  of  services  in 
the  1970's. 

The  broad  basic  issues  just  reviewed  gave  rise  to 
certain  agreements  which  formed  the  conceptual 
foundations  for  later,  more  specific,  discussions. 
These  agreements  may  be  stated  in  the  following 
general  propositions. 

Proposition  1.       "Suicide  prevention"   services   as 
they  are  now  organized  and  oper- 
ated do  not  reach  the  most  lethal 
persons,  nor  do  they  reach  a  signi- 
ficant number  of  suicidal  persons. 
Proposition  2.       Present    suicide    prevention    pro- 
grams offer  a  mixture  of  services 
which  do  not  reflect  a  well-con- 
ceptualized definition  of  why  such 
services  are  in   operation. 
Proposition  3.      The  suicide  prevention  programs 
have  become  places  where  people 
in  distress  can  find  someone  who 
cares  and  will  listen  to  his  prob- 
lem; even  if  they  don't  prevent 
suicide,  this  is  a  significant  and 
valuable  service  to  people. 
Proposition  4.      Suicide  prevention  services  must 
have    active    and    functional    re- 
lationships with  all  agencies  and 
persons  who  offer  helping  services 
to  people  in  the  community. 
The    remainder    of    this    report    will    attempt    to 
present  the   Committee's   deliberations   and   conclu- 
sions in  three  major  specific  areas:    1)    concern  for 
local  community  needs,  2)    models  for  suicide  pro- 
grams, and  3)  details  of  service  delivery. 

CONCERN  FOR  LOCAL  COMMUNITY  NEEDS 

There  was  unanimous  concern  on  the  part  of  the 
Committee  for  the  fact  that  many  existing  programs 
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seem  totally  oblivious  to  the  broader  needs  of  the 
community  in  which  they  are  located.  Why  have  a 
suicide  or  crisis  program  in  "X"  community?  Uni- 
versally it  is  because  the  program  is  set  up  to  meet 
the  needs  of  the  program  organizers.  None  of  the 
members  could  identify  a  program  that  developed 
out  of  a  proper  study  of  community  needs  and  re- 
sources, and  there  are  few  if  any  programs  that 
keep  an  ear  tuned  to  the  community  needs  for  the 
purpose  of  modifying  their  service  program  once  it  is 
in  operation.  This  was  considered  the  greatest  weak- 
ness and  most  devastating  criticism  of  existing  sui- 
cide prevention  services.  It  was  seen  as  a  major 
reason  for  present  inadequacies,  and  the  first  area 
to  correct  in  the  coming  years. 

Persons  wishing  to  establish  and  offer  suicide  pre- 
vention services  to  a  community  have  more  to  do 
in  getting  their  program  started  than  collecting  a 
group  of  volunteers  and  installing  a  telephone.  The 
basic  organizational  steps  must  include  the  ask- 
ing and  answering  of  certain  key  questions  relative 
to  the  new  service  in  the  community: 

1.  Is  there  a  plan  for  an  organized  assessment  of 
community  needs  before  organization  of  the  suicide 
prevention  service?  Such  a  plan  may  include  a  sur- 
vey and/or  examination  of  pre-existing  data  on  the 
needs  of  the  area.  Using  the  information  obtained, 
planners  can  judge  more  critically  whether  the  com- 
munity needs  a  suicide  prevention  center,  a  general 
crisis  clinic,  or  both.  Also,  they  can  evaluate  more 
objectively  whether  the  new  agency  should  restrict 
itself  to  telephone  emergency  service,  information 
and  referral,  or  include  home  visits,  short  and  long- 
term  therapy,  and  the  extent  to  which  some  of  these 
services  may  already  be  available  in  the  community. 

2.  What  is  the  level  of  involvement  of  the  general 
public  and  existing  agencies  in  the  development  of 
a  new  agency?  Active  involvement  of  the  local  citi- 
zenry and  professionals  in  a  new  community  venture 
can  reveal  attitudes  which  have  a  vital  bearing  on 
the  future  success  or  failure  of  the  proposed  agency. 
Lack  of  awareness  regarding  negative  but  unverbal- 
ized  attitudes  often  contributes  to  several  undesired 
results.  Conversely,  involvement  of  the  community 
is  potentially  one  of  the  most  effective  means  of 
changing  negative  attitudes  and  overcoming  bar- 
riers to  the  solid  establishment  of  a  new  service. 

3.  Do  existing  agencies  and  resources  already 
respond  in  whole  or  in  part — or  at  least  perceive 
themselves  as  responding  to — the  needs  that  have 
been  identified?  Although  referred  to  before,  this 
question  merits  further  attention  inasmuch  as  it  in- 


volves the  self-image  of  other  agencies  and  personal 
investments  of  staff  members  which,  if  threatened, 
can  constitute  a  major  barrier  in  establishing  a  new 
agency.  For  example,  a  local  general  hospital  emer- 
gency department  or  a  social  agency  may  see  itself 
as  offering  suicide  prevention  services  to  a  com- 
munity. Involvement  of  these  groups  and  the  gen- 
eral public  in  a  joint  process  of  need  assessment  may 
be  an  effective  means  of  overcoming  the  resistance 
and  apathy  such  agencies  might  demonstrate  toward 
a  new  service;  the  project,  in  effect,  becomes  a  part 
of  themselves.  Thus,  if  a  suicide  prevention  service  is 
developed  on  a  continuum  with  other  community  serv- 
ices rather  than  in  isolation,  it  will  most  likely  avoid 
threatening  the  identify  and  perceived  function  of 
existing  agencies,  a  problem  most  difficult  to  over- 
come once  it  has  developed.  If  existing  service  groups 
have  assisted  in  establishing  the  presence  of  an  un- 
met need  in  the  community,  there  is  greater  proba- 
bility that  instead  of  resisting  they  will  help  define 
and  support  the  goals  of  the  new  agency  which  at 
this  point  they  can  afford  to  regard  as  an  ally  and 
colleague  in  the  common  venture  of  meeting  com- 
munity needs. 

Ideally  a  suicide  prevention  service  should  com- 
plement and  strengthen  existing  resources,  not  threat- 
en and  dilute  their  effectiveness  through  rivalry, 
communication  gaps,  etc.  Creative  leaders  and  or- 
ganizers should  be  ever  alert  for  ways  in  which  the 
suicide  prevention  service  can  act  as  a  catalyst  for 
the  development  and  coalitions  among  community 
agencies  for  improving  emergency  services.  To  ful- 
fill this  catalytic  role,  the  suicide  or  crisis  center 
must  have  outstanding  relationships  with  every  level 
of  the  social  service  network  within  its  community. 
It  must  recognize  the  dependency  which  it  has  upon 
all  other  agencies,  public  and  private,  for  its  con- 
tinued existence.  When  this  is  true,  the  crisis  center 
is  in  the  enviable  position  of  being  able  to  point 
out  disparities  and  gaps  in  services,  and — primarily 
because  of  the  non-competitive  nature  of  its  work — 
can  bring  together  individuals  from  those  agencies 
and  institutions  to  effect  workable  coalitions. 

The  following  propositions  are  offered  as  the  Com- 
mittee's conclusions  concerning  suicide  prevention 
services  in  relation  to  local  community  needs: 

Proposition  5.  The  suicide  prevention  service 
must  develop  its  program,  and 
must  be  constantly  ready  to  modify 
its  program,  according  to  the  spe- 
cific needs  present  in  the  com- 
munity it  serves. 
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Proposition  6.  A  major  role  the  suicide  preven- 
tion program  should  play  is  to 
identify  the  needs  that  exist  in 
a  community,  and  then  to  assist 
in  developing  programs  to  fill  the 
gaps  to  present  services. 

Proposition  7.  A  suicide  prevention  program 
should  be  a  tool  in  the  develop- 
ment of  new  community  services, 
especially  those  related  to  com- 
munity mental  health  centers. 

Proposition  8.  A  suicide  prevention  program 
which  fails  to  relate  itself  to  the 
total  need  system,  and  with  the 
gaps  in  services,  in  the  community 
is  a  useless  service  and  should  cease 
to  exist. 

MODELS  OF  SUICIDE  PREVENTION  CENTERS 

The  Committee  was  willing  to  consider,  but  not 
to  deliberate  long  upon,  the  question  of  locating 
suicide  prevention  activities  within  the  Community 
Mental  Health  Center,  or  within  some  other  al- 
ternative mechanism  for  delivering  services.  It  was 
clearly  recognized  that  there  may  be  several  appro- 
priate approaches  to  the  task  of  suicide  and  crisis 
intervention  other  than  to  place  the  services  under 
the  mental  health  banner,  and  although  the  com- 
mittee did  not  take  a  stand  on  endorsing  any  one 
of  them,  the  following  possible  models  were  iden- 
tified as  acceptable  for  consideration. 

1.  The  suicide  prevention  program  could  be  a  sepa- 
rate agency  with  its  own  governing  Board  of 
Directors,  existing  side  by  side,  and  interacting 
with,  all  agencies  in  the  community,  but  not 
responsible  to  any  one  of  them. 

2.  The  suicide  prevention  program  could  be  a 
division  of  city  and/or  county  government  in 
collaboration  with  the  law  enforcement  and 
rescue  services  operated  through  emergency 
telephone  and  communication  systems. 

3.  The  suicide  prevention  program  could  be  a 
service  of  the  medical  establishment,  operated 
out  of  local  hospital  emergency  rooms  under 
the  coordination  of  physicians  and  medical  ad- 
ministrators. 

4.  The  suicide  prevention  program  could  be  oper- 
ated as  a  special  service  sponsored  by,  and 
operating  within,  but  distinguishable  from  the 
community  mental   health    center. 

5.  The  suicide   prevention  program   could  be  an 


integral    part    of,    and    indistinguishable    from, 
the   total  program  of  the  community  mental 
health  center. 
6.  The  suicide  prevention  program  could  be  at- 
tached to  and  integrated  with  the  total  health 
system   of   the   community. 
These  various  alternative  models  for  suicide  and 
crisis   services   reflect  not   only   differences   existing 
between    different   programs,   but   also    evolutionary 
changes  within  a  single  program.  It  is  not  necessary 
nor  appropriate   to  make  irrevocable   decisions   re- 
garding the   administrative   relationship   between   a 
center  and  the  other  facilities  in  the   community. 
It  may  be  very  appropriate  to  think  in  terms  of  a 
progression  of  different  phases  within  the  life  of  a 
center.  Each  center's  attempting  to  conceptualize  an 
evolutionary   process    should    facilitate    the   centers, 
periodically  reevaluating  the  model  which  is  relevant 
for  that  particular  stage  of  its  development,  and  may 
prevent  local  centers  from  too  quickly  "hardening  the 
administrative  arteries." 

A  major  philosophical  issue  was  considered  at 
length  by  the  Committee  but  without  clear  agree- 
ment regarding  a  conclusion.  This  concerns  whether 
or  not  suicide  and  crisis  intervention  activities  should 
properly  be  subsumed  under  any  other  type  of  serv- 
ice. Most  community  suicide  prevention  programs 
perceive  themselves,  and  are  perceived  by  others, 
as  mental  health  agencies  or  services,  but  there  is 
increasing  doubt  that  this  is  appropriate.  The  work 
of  a  crisis  service  may  frequently  involve  interaction 
with  mental  health  professionals  in  local  agencies 
and  private  practice;  it  just  as  frequently  involves 
working  with  persons  in  education,  law  enforce- 
ment, legal  service,  and  religious  institutions.  Sui- 
cide and  crisis  services  have  never  been  programmed 
under  local  school  systems,  or  employment,  or  voca- 
tional services.  Rarely  have  they  been  seen  as  wel- 
fare services,  and  seldom  have  they  been  adjunctive 
to  religious  programs.  Yet  they  must  work  just  as 
often,  and  just  as  intimately,  with  these  agencies 
and  services  as  they  do  with  health  or  mental  health 
programs. 

There  is  a  strong  belief  emerging  that  the  time 
has  now  arrived  when  the  science  and  profession  of 
suicidology  should  take  a  separate,  independent  role 
side-by-side  with  other  helping  resources,  but  cease 
to  subsume  its  knowledge  base  and  its  applied  skills 
under  any  other  larger  rubric.  This  position  holds 
that  there  should  be  educational  institutions,  medi- 
cal and  health  services,  law  enforcement  agencies, 
mental  health  clinics,   welfare  systems,   fire  depart- 
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ments,  public  utilities  and  transportation  services, 
and  suicide  and  crisis  intervention  services  in  every 
community.  They  should  be  peers  in  the  enterprise 
of  identifying  and  reducing  distress,  and  in  serving 
the  needs  of  the  population.  The  relationship  be- 
tween them  should  be  horizontal  but  not  vertical. 
It  has  already  been  indicated  that  the  entire  Com- 
mittee was  not  ready  to  adopt  this  position,  largely 
because  of  the  historical  precedence  of  the  health 
establishment  as  responsible  for  rendering  services 
to  people.  There  was,  however,  substantial  agree- 
ment on  the  following  propositions. 

Proposition  9.  It  is  not  necessary  that  suicide 
and  crisis  services  be  developed 
within,  or  under,  community 
mental  health  centers  or  pro- 
grams so  long  as  there  are  col- 
laborative and  functional  rela- 
tionships between  mental  health 
and   suicide-crisis   services. 

Proposition  10.  There  are  a  variety  of  possible 
affiliations  (models)  which  may 
be  appropriate  for  the  organiza- 
tion and  operation  of  suicide 
and  crisis  services. 

Proposition  11.  The  unique  circumstances  and 
needs  of  the  individual  local 
community  should  dictate  the 
way  in  which  the  suicide  and 
crisis  service  fits  best  into  the 
community  agency  system. 

Proposition  12.  It  is  appropriate  to  consider  the 
possibility  that  suicide  and  crisis 
services  have  developed  their 
own  emerging  and  separate  sci- 
entific and  professional  founda- 
tion which  is  neither  health  nor 
mental  health  in  nature;  and 
this  development  may  be  re- 
flected in  the  organization  of 
new  services. 

DETAILS  OF  SERVICE  DELIVERY 

Although  the  Committee  did  not  wish  to  take 
a  definitive  stand  on  where  to  locate  suicide  pre- 
vention programs,  it  did  give  considerable  em- 
phasis to  the  other  details  which  fall  under  the 
rubrics  of  "what,"  "who,"  "how,"  and  "when."  The 
general  consensus  was  that  these  matters  are  much 
more  important  than  the  location,  and  that  a  sui- 
cide and  crisis  service  should  provide  certain  mini- 


mum services  (as  proposed  in  the  following  para- 
graphs) no  matter  where  it  is  located,  or  how  it  is 
administratively  organized. 

What  Services  Should  Be  Delivered? 

There  is  no  gainsaying  the  fact  that  there  is  now 
a  substantial  body  of  knowledge  and  experience  in 
the  area  of  responding  to  suicidal  situations.  Every 
suicide  and  crisis  service  must  be  prepared  to  inter- 
vene in  the  case  of  threatened  self-destruction.  It  is 
reasonable  to  expect  a  conscientious  application  of 
such  technology  as  currently  exists  from  every  sui- 
cide and  crisis  intervention  system.  This  would  in- 
volve the  utilization  of  significant  others,  the  assess- 
ment of  lethality,  the  formulation  of  a  plan  of  ac- 
tion, and  a  persistent  effort  to  transfer  the  case  to 
other  helping  individuals  or  agencies.  Centers  must 
have  established  sufficient  liaison  with  police,  tele- 
phone operators,  rescue  agencies,  and  hospital  emer- 
gency rooms  to  enable  them  to  effect  a  rescue  when 
the  occasion  demands.  All  programs  must  be  fully 
capable  and  prepared  for  handling  suicide  cases, 
whether  or  not  they  do  anything  else. 

Second,  it  must  be  recognized  that  throughout 
the  country,  80%  to  85%  of  the  calls  received  by 
suicide  prevention  programs  are  from  people  in  a 
crisis  who  are  not  suicidal  at  the  time  of  their  call. 
The  public  has  learned  to  call  for  help  in  a  wide 
variety  of  problems.  It  is  really  quite  unthinkable 
that  any  program  would  turn  away  a  person  just 
because  he  was  not  suicidal.  The  general  crisis  in- 
tervention service  is  an  extremely  relevant  and  im- 
portant program  for  every  community.  There  is  no 
reason  that  suicide  services  should  not  be  broad 
enough  to  respond  to  general  crises. 

Whether  or  not  a  crisis  intervention  service  wishes 
to  expand  its  image  to  become  a  "Problems  of  Living 
Clinic"  may  be  a  function  of  such  considerations  as 
1)  the  willingness  of  its  administrators  to  think 
broadly  about  its  mission;  2)  the  availability  of  other 
helping  resources  in  the  area;  3)  the  willingness  of 
other  agencies  in  the  area  to  support  a  broad  serv- 
ice base  for  the  crisis  program.  However,  where 
local  conditions  are  appropriate,  it  is  perfectly  rea- 
sonable for  a  suicide  and  crisis  service  to  make  its 
program  as  broad  as  it  has  the  ability  to  handle. 
Yet,  it  must  be  understood  that  expansion  of  a 
program  should  never  be  at  the  cost  of  sacrificing 
the  quality  of  its  response  to  suicide  cases. 

Proposition  13.     The  very  minimum  service  which 
every  suicide  program  must  offer 
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is  a  complete  and  conscientious 
response  to  threatened  and  at- 
tempted  suicide. 

Proposition  14.  There  are  many  personal  crises 
which  must  also  be  handled  when 
suicide  is  not  a  factor,  and  every 
center  should  be  capable  of  de- 
livering effective  crisis  interven- 
tion service  to  all  of  its  callers. 

Proposition  15.  Where  the  suicide  and  crisis  in- 
tervention services  are  adequate- 
ly met,  a  center  should  program 
itself  to  play  a  broad  ombuds- 
man role  to  the  extent  that  it 
would  be  supported  by  the  other 
community    agencies. 

Who  Should  Deliver  the  Services? 

It  is  inconceivable  that  the  suicide  prevention 
movement  could  have  developed  at  the  rate  it  has 
in  the  past  decade  without  the  utilization  of  the 
non-professional  crisis  worker.  Whether  paid  a  regu- 
lar salary,  or  whether  working  as  a  volunteer,  the 
non-professional  has  been  hailed  by  Louis  Dublin 
as  "the  single  most  important  discovery  in  the  fifty- 
year  history  of  the  suicide  prevention  movement." 
According  to  Dublin,  little  else  of  importance  had 
happened  until  the  volunteer  appeared  upon  the 
scene.  Several  surveys  of  crisis  programs  have  con- 
sistently yielded  the  finding  that  between  75%  and 
80%  of  existing  programs  use  non-professional  vol- 
unteers as  the  primary  crisis  worker  to  answer  the 
emergency  telephone.  Such  people  have  several  times 
been  regarded  by  Dr.  Charles  Edwards,  former  di- 
rector of  the  Fulton-DeKalb  County  Emergency 
Mental  Health  Service  in  Atlanta,  as  "the  true  pro- 
fessionals" in  this  business. 

At  the  same  time,  it  is  a  well  established  fact 
that  the  mental  health  professionals  and  crisis  inter- 
vention programs  operate  in  very  different  ways.  It 
is  well  known  that  the  vast  majority  of  psychiatric 
residency  or  clinical  psychology  intern  training  set- 
tings do  not  provide  experience  in  suicide  preven- 
tion or  crisis  intervention  activities.  The  well  trained 
and  expert  psychotherapists  are  not,  nor  should  they 
be  expected  to  be,  knowledgeable,  experienced,  or 
understanding  of  the  techniques  and  procedures  of 
organizations  devoted  to  crisis  intervention  and  sui- 
cide prevention. 

The  professional  practitioner,  however,  does  have 
a  necessary  skill  which  every  suicide  and  crisis  serv- 


ice should  have  access  to.  This  is  the  method  of 
consultation  to  primary  caregivers.  It  is  just  as  incon- 
ceivable that  non-professionals  should  attempt  to  en- 
gage in  crisis  intervention  without  the  back-up  con- 
sultation and  support  of  professional  persons  as  it 
is  that  the  professionals  should  seek  to  provide  sui- 
cide and  crisis  services  themselves  without  the  vol- 
unteer. 

One  of  the  greatest  problems  of  suicide  prevention 
programs  is  that  there  are  still  many  people  who 
do  not  fully  accept  the  value  of  the  non-professional 
in  the  crisis  worker  role.  There  is  a  major  job  to  be 
done  to  develop  a  position  of  status  and  recognition 
for  the  volunteer  in  this  work.  There  may  be  sev- 
eral possible  ways  of  accomplishing  such  a  goal, 
but  in  general  the  need  is  for  some  kind  of  quality 
control  exercised  across  centers.  It  may  be  that  re- 
gional associations  of  suicide  prevention  programs 
may  provide  this  function.  If  individual  centers 
were  forced  to  meet  specific  minimum  standards  in 
recruiting  and  training  their  workers,  and  if  the 
workers  were  granted  some  standardized  recogni- 
tion for  meeting  established  performance  criteria, 
and  could  work  to  achieve  graduated  positions  within 
an  association  of  their  peers,  both  the  center  pro- 
grams, and  the  individual  personnel,  would  inevitably 
be  of  much  higher  quality  than  is  presently  observ- 
able. 

Proposition  16.  Suicide  and  crisis  programs  must 
take  full  advantage  of  the  avail- 
able non-professional  manpower 
in  their  community  for  the  de- 
livery of  crisis  services  to  the 
public. 

Proposition  17.  A  suicide  or  crisis  program 
should  avoid  offering  a  service 
which  uses  only  professional  men- 
tal health  personnel. 

Proposition  18.  Non-professional  personnel 
should  not  function  in  suicide 
and  crisis  programs  without  ac- 
cess to  consultation  from  local 
professional    personnel. 

Proposition  19.  A  system  of  quality  control  must 
be  established  through  member- 
ship in  regional  or  national  asso- 
ciations of  suicide  prevention 
workers  which  would  set  stand- 
ards, evaluate,  and  give  recog- 
nized status  to  both  the  service 
and  the  volunteer  manpower. 
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How  Should  the  Services  Be  Delivered? 

There  is  a  strong  feeling,  approaching  complete 
agreement  among  the  Committee  members,  that  the 
present  telephone  answering  and  referral  services  are 
inadequate  to  the  point  of  being  useless,  and  in  some 
cases  are  actually  harmful.  There  should  be  an  im- 
mediate cessation  of  any  program  practice  which 
merely  tells  a  person  to  call  another  number  or 
to  go  to  a  particular  agency,  and  never  makes  an 
effort  to  determine  for  absolute  fact  that  the  mo- 
bilization plan  was  followed.  The  concept  of  "trans- 
fer"— where  the  crisis  service  does  not  refer,  but 
actually  hands  over  the  responsibility  of  the  case 
to  another  agency — should  be  adopted  universally. 
This  usually  requires  that  several  conversations  are 
held  between  the  center  and  each  caller.  Really 
effective  transfer  is  accomplished  only  where  there 
is  face-to-face  meeting  between  callers  and  crisis 
workers  in  the  office,  or  at  the  scene  of  a  crisis.  The 
tendency  of  suicide  and  crisis  programs  to  "hide 
behind  the  telephone"  and  avoid  personal  encounter 
with  clients  must  be  eliminated. 

The  core  service  element  of  every  crisis  center 
must  cease  to  be  the  24-hour  telephone,  and  should 
become  the  "outreach  program"  utilizing  teams  of 
specially  selected  and  trained  persons  who  are  dis- 
patched to  the  scene  of  an  intense  crisis  whether 
or  not  it  involves  threatened  or  attempted  suicide. 
In  a  few  centers  such  people  are  designated  Care 
Teams,  or  Trouble  Teams,  but  the  name  is  unim- 
portant. It  is  especially  important  that  every  cen- 
ter make  a  full-scale  attack  upon  the  high-risk  sui- 
cidal cases  in  its  community.  This  can  be  done  only 
if  suicide  attempters  are  visited  immediately  while 
still  in  hospital  emergency  rooms,  or  contacted  per- 
sonally at  home  as  soon  as  they  are  treated  and 
released.  The  means  of  accomplishing  this  new  type 
of  outreach  service  will  vary  in  each  community; 
usually  it  must  involve  some  very  difficult  negotia- 
tions with  local  medical  and  hospital  personnel. 
However,  it  has  been  repeatedly  observed  that  law- 
enforcement  agencies  are  eager  to  cooperate  in  pro- 
viding immediate  notification  and  exchange  of  in- 
formation so  that  attempters  can  be  contacted  by 
the  crisis  workers  within  minutes  after  the  attempt 
is   discovered. 

Every  suicide  and  crisis  service  is  further  obli- 
gated to  provide  educational  and  consultation  serv- 
ices to  all  other  community  agencies.  Workshops, 
seminars,  and  specialized  training  programs  should 
be  developed  for  police,   nurses,   school   counselors, 


ministers,  physicians,  and  all  other  care-givers  in- 
terested in  increasing  their  ability  to  serve  the  needs 
of  people.  Further,  suicide  and  crisis  services  must 
be  continually  alert  for  opportunities  to  direct  edu- 
cational messages  to  the  general  population  through 
whatever  means  of  public  education  can  be  creatively 
developed. 

Proposition  20.  The  24-hour  telephone  answer- 
ing and  referral  service  is  inade- 
quate, but  should  continue  as 
the  core  service  if  it  provides  a 
foundation  upon  which  to  build 
other  services  which  are  neces- 
sary. 

Proposition  21.  Suicide  and  crisis  services  must 
engage  in  active  followup  of 
every  case  to  determine  that 
recommendations  are  kept,  and 
that  the  service  gendered  was 
in   fact   effective. 

Proposition  22.  Suicide  and  crisis  services  must 
develop  outreach  programs 
which  bring  trained  crisis  work- 
ers into  direct  contact  with  cli- 
ents, especially  in  the  case  of  per- 
sons who  have  made  suicide  at- 
tempts. 

Proposition  23.  Suicide  and  crisis  services  must 
develop  a  variety  of  educational 
programs  to  share  their  knowl- 
edge and  skills  with  all  the  care- 
givers in  the  community,  and  to 
educate  the  general  population 
regarding  suicide  and  its  preven- 
tion. 

When  Should  Services  Be  Delivered? 

The  Committee  unhesitatingly  adopted  the  posi- 
tion that  every  program  which  in  any  way  consid- 
ers itself  to  be  a  "suicide  prevention"  activity  must 
orient  itself  to  providing  PREvention,  INTERven- 
tion,  and  POST-vention  service.  It  may  be  that 
many  of  the  currently  existing  services  can  not  feasi- 
bly address  themselves  to  the  all-out  task  of  suicide 
prevention;  perhaps  only  a  few  of  the  larger  cen- 
ters in  metropolitan  areas,  or  those  with  univer- 
sity affiliations,  should  be  charged  with  such  a  re- 
sponsibility. But  every  program  which  calls  itself  or 
thinks  of  itself  as  a  suicide  prevention  center  must 
make  a  serious  attempt  to  actually  prevent  suicide 
in  its  area. 
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Moreover,  it  was  felt  that  every  program,  regard- 
less of  size  or  affiliation,  must  work  diligently  to  in- 
crease   the    effectiveness    and   comprehensiveness   of 
its  intervention  tactics  when  clients  call  in  any  kind 
of  personal  crisis.  They  must  likewise,  regardless  of 
their  ability  to  actually  plan  and  execute  /invention 
activities,   be  prepared  and   programmed   to   follow 
up  with  survivors  after  a  suicide  death.  This  vital 
activity  is  both  an  important  means  of  rendering  pre- 
vention service  among  survivors,  as  well  as  an  inter- 
vention in  the  most  difficult  of  all  bereavement  crises. 
Proposition  24.    A  suicide  or  crisis  service  should 
refrain  from  using  or  employing 
the  term  "suicide  prevention"  in 
its   name   or   its   publicity   unless 
it  intends  to  make  a  serious  ef- 
fort  to   engage   in   primary   pre- 
vention  tactics  to   eliminate   the 
causes  of  suicide. 
Proposition  25.    All  centers  that  possibly  can  do 
so  should  dedicate  themselves  to 
genuine  prevention  efforts. 
Proposition  26.    Every    center    must    continually 
strive  to  improve  and  expand  its 
facilities  for  intervention  in  per- 
sonal crises. 
Proposition  27.    Every    center    should    engage    in 
post-vention     contact     with     the 
survivors  in  cases  of  actual  sui- 
cide death. 

A  SUMMARY  STATEMENT 

The  business  of  establishing  and  operating  a  sui- 
cide prevention  or  crisis  intervention  program  is  a 
serious  and  difficult  undertaking.  It  is  one  in  which 
a  large  number  of  individuals — both  professional 
and  lay  volunteers — have  engaged  throughout  this 
country  during  the  1960's.  It  is  an  activity  which 
has  been  entered  into  by  many  with  serious  and  dedi- 
cated intent;  it  has  been  entered  into  by  others  ca- 
priciously and  ill-advisedly.  The  result  is  a  mixture 
of  ambiguous  services  which,  as  a  whole,  lack  pur- 
pose, direction,  commitment,  and  involvement  with 
the  serious  work  their  name  implies.  The  Committee 
of  Delivery  of  Services  for  Suicide  Prevention  in 
the  Seventies  views  this  situation  with  grave  con- 
cern. There  must  be  dramatic  changes  made  in  the 
next  ten  years,  and  the  Committee  offers  the  propo- 
sitions in  this  final  report  as  the  program  format 
which  it  believes  these  changes  should  reflect.  ■> 

It  is  of  great  concern  to  the  Committee  that  many 
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existing  centers  could  not  presently,  nor  in  the  near 
future,  so  modify  their  programs  as  to  meet  many 
of  these  recommendations.  What  is  to  happen  in 
such  cases?  Should  a  program  which  may  be  offer- 
ing some  valuable  service  to  its  community  cease  to 
exist  because  it  does  not  measure  up?  What  is  to 
happen  to  the  morale  of  the  volunteers  who  are  an- 
gered by  the  value  judgments  placed  upon  their 
service  by  the  Committee?  What  is  to  happen  to 
the  administrators  and  directors  who  have  labored 
long  to  develop  their  program,  but  find  it  viewed  as 
inadequate  and  ineffective  by  this  Committee?  The 
membership  of  the  Committee  is  not  unmindful  of 
these  consequences   of  its  deliberations. 

It  is  the  Committee's  desire  to  explicitly  state 
its  intention  as  one  of  setting  goals  and  aspirations 
for  what  it  views  as  an  appropriate  minimum  stand- 
ard for  delivering  services.  The  Committee  wishes 
to  make  perfectly  clear  that  the  responsibility  for 
the  implementation  of  the  recommendations  in  this 
report  lies  not  with  the  individual  centers  alone,  but 
with  the  American  Association  of  Suicidology  and 
the  Center  for  Studies  of  Suicide  Prevention  at  the 
National  Institute  of  Mental  Health.  There  must  be 
imaginative  leadership  and  there  must  be  encourage- 
ment— both  financial  and  educational — for  the  local 
centers  to  expand  and  develop  their  programs.  The 
Committee  is  strongly  and  unswervingly  committed 
to  the  need  for  some  mechanism,  such  as  an  asso- 
ciation of  centers,  to  assist  each  individual  program 
in  continuing  to  grow,  and  to  plan  for  its  future  ex- 
pansion. 

The   Committee  was   at   times   admittedly   harsh 
in  its  evaluation  of  some  individual  programs,  and  it 
recognizes  the  biases  which  have  entered    into  this 
report.  It  never,  however,  lost  sight  of  the  fact  that 
every  suicide  and  crisis  program  in  the  nation  stands 
as  a  monument  to  the  hard  work  and  persistent  ef- 
fort of  dedicated  people.  The  profession  of  suicid- 
ology has  learned  much  in  the  past  ten  years— it  owes 
much  of  its  most  valuable  learning  to  those  pioneer- 
ing centers  which  moved  ahead  without  waiting  for 
formal   theory   and   practice   to   dictate    procedures. 
But  in  the  1970's,  armed  with  the  practical  experience 
and  theoretical  positions  developed  in  the  past,  there 
is  a  new  and   even  greater  challenge   ahead.   The 
Committee    seeks    not    the    abolition    or    dissolution 
of  what  now  exists,  but  rather  that  the  present  pro- 
grams be  reawakened  to  the  intrigue  of  growth  and 
enrichment,  to  the  end  that  no  center  remains  com- 
placent  with   the   program   it   initially   started,   and 
so  that  every  center  will  continue  planning  for  its 


own  growth  and  expansion  of  services.  It  is  to  this 
end  that  the  Committee  has  presented  the  forego- 
ing discussion  and  propositions.  It  is  to  provide  a 
minimum  standard  to  be  reached  during  the  1970's 
that  the  Committee  proposes  the  following  summary 
of  these  propositions. 

The    delivery   of   suicide    and   crisis   services    in 
the  1970's  .  .  . 

must  be  based  upon  a  thorough  awareness  of 

the  needs  that  exist,  and  are  not  being  met 
elsewhere  in  the  local  community; 

may  be  located  within,   or  administratively 

under,  any  of  a  wide  variety  of  community 
agencies,  including  a  separate  and  auton- 
omous Board,  and  should  not  necessarily  be 
confined  to  health  or  mental  health  settings; 
should  concentrate  on  rendering  complete  in- 
tervention and  rescue  service  to  suicidal  peo- 
ple, and  engage  in  general  crisis  intervention 
service  to  all  persons  who  call  in  distress; 
must  be  performed  by  thoroughly  trained  non- 
professional personnel  who  have  access  to 
competent  consultation  from  professional  per- 
sons from  all  fields; 

must  be  subject  to  quality  control  mechanisms 

which  set  standards  for  both  programs  and 
personnel,  and  award  recognized  status  for 


quality  performance; 

-must  cease  to  be  through  telephone  referral 
procedures  alone,  but  must  be  based  upon 
direct  personal  contact  between  crisis  worker 
and  client  whenever  necessary,  and  always 
in  cases  of  suicide  attempts; 

-must  include  educational  programs  for  train- 
ing other  community  caregivers  as  well  as 
the  general  public; 

-must  include  genuine  efforts  to  actually  pre- 


vent suicide  through  broad  social  action  pro- 
grams where  possible,  but  must  always  in- 
clude active  intervention  and  post-vention 
services  with  survivors  of  suicides. 

The  Committee  is  not  aware  of  any  program  in 
the  nation  which  presently  meets  all  of  the  recom- 
mendations proposed  here.  Thus,  what  is  being  pre- 
sented as  a  minimum  standard  for  the  next  decade 
is,  in  reality,  an  idealized  dream  for  vthe  present. 
Such  is  the  nature  of  progress  in  this,  and  in  every 
worthwhile  endeavor;  to  effectively  plan  for  prog- 
ress, one  must  .  .  . 

".  .  .  observe  always  that  everything  is  the  result 
of  a  change,  and  get  used  to  thinking  that  there 
is  nothing  Nature  loves  so  well  as  to  change  exist- 
ing forms  and  to  make  new  ones." 

— Marcus  Aurelius  Antonius   (A.D.   121-190) 
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Chapter  VII. 
Priorities  for  Improved  Treatment  Approaches 

Jan  Fawcett,  M.D.,  Chairman 

Eric  G.  Comstock,  Herbert  Hendin,  John  P.  Jagodinski,  Robert  E.  Litman, 

Mary  May,  Ronald  S.  Mintz,  Jerome  A.  Motto 


FOCUS  ON  THE  INDIVIDUAL 

This  report  is  the  outcome  of  the  deliberations 
of  a  task  group  of  experienced  clinicians  brought 
together  by  the  Center  for  Studies  of  Suicide 
Prevention  of  the  National  Institute  of  Mental 
Health,  for  the  purpose  of  suggesting  priorities 
for  improving  treatment  approaches  to  the  suicidal 
patient  in  the  1970's.  In  pursuing  a  definition  of  a 
concept  of  treatment  of  the  suicidal  individual,  it 
was  agreed  by  the  group  that  suicide  must  be  con- 
sidered a  symptom  resulting  from  a  complex  interac- 
tion between  pathological  emotional  states  such  as 
depression  and  other  conditions,  a  failure  of  psycho- 
logical coping,  as  well  as  an  outcome  of  environ- 
mental and  social  forces.  An  understanding  of  suicide 
therefore  presupposes  a  sound  clinical  orientation 
to  psychopathology  such  as  severe  depressive  illness, 
alcoholism,  and  schizophrenia  with  depressive  fea- 
tures. However,  since  it  is  known  that  suicide  is 
chosen  by  only  a  portion  of  emotionally  ill  patients, 
other  factors  such  as  those  affecting  psychological 
coping  behavior,  as  well  as  forces  such  as  environ- 
mental forces  and  social  forces  must  be  understood 
and  taken  into  account  in  a  truly  comprehensive 
treatment  approach.  The  task  group  elected  to  direct 
its  primary  focus  on  the  improved  treatment  ap- 
proaches, with  reference  to  the  individual  as  opposed 
to  a  more  general  approach,  to  the  perhaps  more 
basic  social  and  economic  forces  which  may  propel 
a  given  number  of  individuals  in  a  society  toward 
suicide  at  any  given  time.  The  more  general  ap- 
proaches were  relegated  to  a  secondary  status  by 
the  group  primarily  because  it  was  felt  that  based 


on  what  is  currently  known  about  suicide,  many 
sound  improvements  could  be  made  at  the  level  of 
the  patient,  while  the  more  programmatic  approaches, 
though  of  great  potential  importance,  perhaps  rest 
on  more  speculative  ground  at  this  stage  of  our 
knowledge.  However,  this  report  will  touch  on  cer- 
tain suggestions  concerning  programmatic  social  ap- 
proaches to  the  prevention  of  suicide  as  a  secondary 
consideration. 

One  of  the  major  positions  defined  early  in  the 
task  group  discussions  was  the  urgent  need  to  sharpen 
the  focus  of  therapeutic  efforts  to  the  needs  of  the 
seriously  suicidal  patient.  Most  follow-up  studies 
of  patients  who  have  exhibited  suicidal  behavior 
suggest  that  two  overlapping  populations  exist  among 
patients  making  suicide  attempts  or  gestures.  The 
larger  group  made  up  of  individuals  making  suicidal 
gestures  aimed  at  communicating  the  existence  of 
a  crisis  are  found  to  have  a  relatively  good  prog- 
nosis for  survival,  whereas  a  smaller  group  making 
more  lethal,  less  communicative  suicide  attempts 
are  found  to  have  a  high  rate  of  mortality  from 
suicide  over  the  years.  The  majority  of  patients  in 
the  lethal  group  are  so  defined  by  a  single  completed 
suicidal  act.  Moreover,  two  major  restrospective 
studies  of  large  numbers  of  completed  suicides  agree 
in  the  finding  that  over  95  percent  of  patients  who 
kill  themselves  are  afflicted  with  a  clinically  definable 
psychiatric  illness  most  often  diagnosed  as  some  form 
of  clinical  depression,  alcoholism,  or  schizophrenia. 
It  then  appears  important  that  if  death  from  suicide 
is  to  be  reduced,  that  a  determined  focus  on   the 
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identification  and  successful  treatment  of  the  seriously 
suicidal  patient  should  be  established  as  a  first  pri- 
ority. Such  a  focus  would  suggest  that  although  cur- 
rently functioning  suicide  services  provide  a  positive 
crisis  intervention  service  for  an  individual  willing  to 
call  for  help,  that  crisis  interventon  programs  as 
currently  operated,  do  not  make  contact  wth  the 
majority  of  seriously  suicidal  patients.  The  general 
consensus  of  experience  of  suicide  prevention  centers 
throughout  the  country  indicates  that  approximately 
15  percent  of  the  calls  received  by  such  centers 
actually  deal  with  the  problem  of  suicide  and  that 
of  those  15  percent  a  relatively  small  proportion  of 
patients  are  estimated  to  be  in  the  serious  suicide 
risk  group.  Moreover,  as  will  be  discussed  later,  it 
appears  that  total  reliance  on  a  crisis-oriented 
approach  to  the  patient  who  is  a  serious  suicide  risk 
may  well  not  be  sufficient  in  many  cases  to  prevent 
a  suicide.  The  task  group's  first  major  recommenda- 
tion for  improving  approaches  to  the  treatment 
of  the  suicidal  individual  is  the  adoption  of  a  more 
conscious  and  deliberate  focus  on  the  identificaton 
of  the  patient  who  represents  a  serious  suicide  risk 
as  contrasted  with  individuals  who  require  crisis 
intervention.  The  latter  group  are  not  to  be  dis- 
missed as  unworthy  of  attention,  but  the  focus  must 
be  more  toward  the  patient  who  is  less  likely  to  ask 
for  or  accept  help. 

THREE  ASPECTS  OF  COMPREHENSIVE  TREATMENT 

The  task  group  next  found  it  necessary  to  more 
specifically  define  what  processes  should  be  included 
under  the  heading  of  comprehensive  treatment  for 
the  suicidal  individual.  It  was  agreed  that  treatment 
should  be  taken  to  this  context  to  include:  1)  identi- 
fication or  case  finding  of  the  seriously  suicidal  indi- 
vidual, 2)  acute  management  of  the  suicidal  crisis 
and,  3)  a  comprehensive  treatment  program.  Case 
finding  includes  methods  by  which  patients  are 
identified  as  high  suicidal  risks.  This  assumes  a 
certain  amount  of  knowledge  about  the  character- 
istics of  the  high  risk  suicidal  patient.  There  appears 
to  be  sufficient  information  at  this  stage  to  assign 
an  individual  to  a  general  high  risk  group  on  the 
basis  of  clinical  features  and  history,  as  well  as  cer- 
tain socioeconomic  features.  Beyond  this,  identifica- 
tion of  the  individual  in  a  state  of  imminent  suicide 
or  lethal  situation  is  essential  for  successful  treatment. 
In  the  case  of  the  individual  making  a  serious  suicide 
attempt  the  management  may  well  include  medical 
treatment  and  detoxification  of  the  patient.  The 
task  group  does  not  consider  the   management  of 


the  suicidal  patient  adequate,  however,  unless  this 
procedure  results  in  the  successful  engagement  of 
the  individual  in  a  therapeutic  effort  designed  to 
deal  with  the  factors  leading  him  to  a  suicidal  ac- 
tion. The  process  of  successful  referral  and  thera- 
peutic engagement  of  the  seriously  suicidal  patient 
is  one  of  the  currently  most  neglected  and  the  most 
frequently  unsuccessful  stages  in  the  management 
phase.  In  many  cases  the  need  for  such  referral  or 
the  means  by  which  effective  entry  into  treatment 
can  be  achieved,  are  completely  absent  due  to  lack 
of  information  on  the  part  of  individuals  working 
in  emergency  medical  areas  and  through  the  wide- 
spread lack  of  appropriate  referral  sources  for  such 
patients.  The  problem  of  the  development  of  such 
referral  sources  will  be  considered  later  in  the  report. 
It  is  emphasized,  however,  that  the  referral  of  a 
seriously  suicidal  patient  must  be  a  very  active  and 
engaging  process  in  order  to  succeed  to  involving 
such  individuals  in  treatment.  A  referral  to  a  clinic 
several  weeks  after  a  suicide  attempt  is  not  ade- 
quate to  the  task.  The  need  for  immediate  introduc- 
tion of  psychotherapeutic  efforts  as  soon  as  the 
patient  has  recovered  from  the  medical  effect  of 
a  suicide  attempt  was  recognized.  This  recognition 
should  lead  to  the  implementation  of  programs  ex- 
ploring the  feasibility  of  separate  emergency  wards 
for  the  combined  medical  and  psychiatric  treatment 
of  patients  making  serious  suicide  attempts.  The 
possibility  that  a  given  patient  may  be  much  more 
accessible  to  therapeutic  efforts  immediately  follow- 
ing a  suicide  attempt,  as  opposed  to  delayed  and 
diluted  efforts  after  the  crisis  has  passed,  was 
discussed. 

The  third  part  of  the  treatment  program,  the 
psychotherapeutic  work  with  the  seriously  suicidal 
patient,  is  a  most  important  stage.  It  was  agreed 
by  the  committee  members  that  successful  psycho- 
therapeutic approaches  to  suicidal  patients  require 
substantial  activity  on  the  part  of  the  psychothera- 
pist. The  maintenance  of  an  "active  relativeness" 
to  the  patient,  as  opposed  to  a  more  reflective  stance 
and  in  many  cases  a  willingness  to  initiate  positive 
efforts  toward  the  patient  without  much  evidence  of 
motivation  on  the  patient's  part,  seemed  essential. 
In  further  considering  the  characteristics  of  more 
effective  treatment  approaches,  the  need  for  the 
development  of  methods  of  providing  systematic,  long- 
term  follow-up  of  the  patient  with  characteristics 
of  high  suicide  risk  is  recognized  as  an  essential 
development  in  any  attempt  to  reduce  the  number 
of  deaths  from  suicide.  There  was  a  consensus  that 
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the  development  of  programs  to  provide  both  syste- 
matic and  long  term  follow-up  of  patients  designated 
as  high  suicide  risks  was  a  major  area  in  which 
much  improvement  could  be  made  in  the  1970's 
through  both  increased  awareness  of  the  necessity 
of  such  approaches,  as  well  as  the  creation  of  new 
programs  to  provide  continuity  of  care.  Furthermore, 
it  was  recognized  that  our  current  effectiveness  in 
the  treatment  of  the  seriously  suicidal  patient  is 
limited  by  our  knowledge  and  that  more  should  be 
learned  about  effective  clinical  treatment  approaches 
to  the  seriously  suicidal  patient.  A  related  considera- 
tion is  the  great  importance  of  the  recognition  of 
increased  suicidal  risk  or  a  lethal  situation  even  in 
known  high  risk  patients  undergoing  psychiatric 
treatment.  The  early  results  of  two  ongoing  studies 
were  cited  by  committee  members  suggesting  that 
there  is  a  high  rate  of  suicide  being  observed  among 
patients  who  receive  psychiatric  treatment.  This 
suggests  that  improvements  are  needed  in  the  treat- 
ment approaches  to  these  individuals,  and  especially 
in  the  recognition  of  and  therapeutic  response  to  pe- 
riods of  increased  risk. 

SUGGESTED   PROGRAMS 

It  is  recognized  by  the  task  group  that  much  more 
information  is  required  concerning  the  more  success- 
ful recognition  of  imminent  suicide  risk  and  the 
more  successful  long-term  treatment  of  the  seriously 
suicidal  patient.  It  is  the  specific  recommendation 
of  this  committee  that  in  the  1970's  more  efforts  be 
made  to  communicate  clinical  information  concern- 
ing behavioral  characteristics  of  high-risk  patients 
just  prior  to  serious  suicidal  behavior  which  might 
improve  the  clinician's  capacity  to  recognize  such 
"lethal  situations."  More  publications,  and  panels 
reviewing  the  clinical  course  of  patients  who  have 
completed  suicides,  for  the  purpose  of  determining 
clinical  similarities  between  such  patients,  should  be 
encouraged  as  one  way  in  which  the  knowledge 
concerning  the  recognition  and  treatment  of  the 
suicidal  patient  might  be  significantly  improved. 

In  recognizing  the  need  for  both  more  programs 
of  care,  and  more  dissemination  of  clinical  knowledge 
to  clinicians,  the  task  group  on  treatment  recom- 
mends the  establishment  and  support  of  several 
research  and  treatment  centers  throughout  major 
cities  in  the  country.  These  centers  would  develop 
treatment  programs  providing  systematic  followup 
of  the  seriously  suicidal  patients.  Such  centers  could 
provide  not  only  the  needed  follow-up  services  for 
a  great  number  of  seriously  suicidal    patients  but 


also  could  serve  as  centers  for  research  approaches 
to  improve  treatment  methods  with  these  patients 
based  on  longitudinal  experience.  Such  research 
centers  could  also  provide  centers  for  the  training  of 
professional  and  sub-professional  personnel  in  the 
area  of  suicide  prevention.  Such  centers  staffed  by 
clinicians,  both  experienced  with  suicidal  patients 
and  familiar  with  some  of  the  major  treatment  priori- 
ties, could  maintain  a  focus  on  the  special  skills 
required  in  the  successful  treatment  of  the  suicidal 
patient.  Several  such  regional  centers  for  the  initia- 
tion of  follow-up  care  programs,  research,  and  educa- 
tion concerning  suicide  prevention,  is  seen  by  the 
task  group  as  a  good  investment  of  resources  at 
this  stage  in  our  efforts  in  suicide  prevention.  Along 
the  lines  of  the  proposed  regional  suicide  prevention 
treatment  and  research  centers,  the  task  group 
suggests  that  the  establishment  of  consultants  in 
suicidology,  in  areas  not  served  by  regional  centers, 
might  be  of  value  in  preserving  the  identity  of 
specific  clinical  skills  and  problems  related  to  the 
prevention  of  suicide,  in  the  midst  of  a  growing  trend 
toward  crisis-oriented  treatment  through  community 
mental  health  centers.  Such  consultants  could  retain 
a  central  position  in  research  and  teaching  in  sui- 
cidology while  acting  as  clinical  consultants  to  com- 
munity mental  health  centers  in  other  areas  where 
suicidal  behavior  is  frequently  seen,  such  as  in  hos- 
pital emergency  services.  Establishing  these  consult- 
ants could  prevent  a  replication  of  crisis-oriented 
treatment  programs  but  at  the  same  time  tend  to 
preserve  the  clinical  focus  on  suicide  prevention  as 
an  integral  part  of  such  programs. 

In  considering  the  problem  of  the  professional 
manpower  shortage  as  it  relates  to  suicide  prevention 
in  the  context  of  an  increasing  focus  on  seriously 
suicidal  patients,  their  more  successful  recognition 
and  long  term  treatment,  in  terms  of  the  question 
of  the  use  of  volunteers  in  suicide  prevention  ac- 
tivities, it  is  suggested  by  the  task  group  that  experi- 
mental programs  utilizing  volunteers  to  maintain 
systematic  follow-up  calls  or  communications  with 
patients  known  to  be  high  suicidal  risks  might  prove 
useful  in  suicide  prevention  programs.  Early  efforts 
in  the  attempt  to  provide  a  systematized  follow-up 
contact  even  by  mail  was  described  by  one  member 
of  the  group  and  it  was  the  consensus  that  more 
efforts  such  as  these  might  be  pursued  to  determine 
whether  programs  providing  systematized,  active  but 
not  necessarily  intensive  follow-up  contact  might 
be  in  some  cases  more  successful  in  maintaining  a 
suicide    prone  individual  who  may  tend   to   refuse 
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many  types  of  more  intensive  therapeutic  efforts. 
Although  the  efficacy  of  emergency  telephone  serv- 
ices as  currently  utilized  as  a  sufficient  approach  to 
suicide  prevention  is  questioned,  the  use  of  these 
facilitie  sfor  active  follow-up  of  known  high-risk 
patients  by  volunteers  might  be  feasible.  More  work 
must  be  done  to  see  whether  the  type  of  continuous, 
systematic  contact  that  might  be  provided  via  mail, 
telephone,  or  visits  from  volunteers  will  prove 
efficacious  in  decreasing  suicidal  behavior  in  chroni- 
cally suicide-prone  individuals.  Further  suicide  pre- 
vention efforts  in  which  volunteers  may  be  most  help- 
ful might  lie  in  the  area  of  primary  or  secondary 
prevention  efforts  in  "target  groups"  known  to  have 
a  high  risk  of  suicide  such  as  alcoholics,  suicide 
attempters,  depressed  patients  discharged  from  hos- 
pitals, elderly  isolated  individuals,  etc.  Specific  ap- 
proaches to  suicide  prevention  programs  for  groups 
such  as  these  known  to  have  high  suicide  rates  could 
be  designed  and  carried  out  by  volunteer  personnel 
trained  in  suicidology.  Epidemiological  studies  have 
outlined  for  us  the  social  areas  and  conditions  under 
which  suicide  is  most  likely  to  occur  with  high  fre- 
quency. Focusing  our  efforts  on  these  target  groups 
would  be  an  efficient  way  of  initiating  primary 
and  secondary  prevention  programs.  Such  programs 
designed  for  specific  target  groups  must  both  take 
into  account  other  major  problems  which  seem  re- 
lated to  suicidal  behavior  such  as  unemployment, 
alcoholism  and  social  disorganization  and  at  the 
same  time  be  introduced  with  the  cultural  context 
of  the  group  in  mind.  For  example,  programs  for 
suicide  prevention  activities  relevant  to  the  Indian 
people  would  require  the  training  of  members  of 
the  Indian  Nation  to  administer  such  treatment 
efforts,  as  well  as  attention  to  other  fundamental 
problems  interrelated  with  suicidal  behavior  such 
as  alcoholism  and  unemployment.  One  of  the  group 
members  cited  a  program  he  recently  developed 
which  utilized  trained  Indian  volunteers  to  approach 
the  problem  of  the  high  suicide  rate  of  certain  reser- 
vations in  the  Southwest.  Another  suggestion  for 
exploration  in  the  area  of  treatment  programs  for 
suicidal  patients  entertained  by  the  group  was  that 
of  using  previously  suicidal  patients  as  volunteers 
to  institute  certain  suicide  prevention  programs.  Con- 
sidering this  possibility  models  such  as  Alcoholics 
Anonymous  and  Recovery,  Inc.,  were  cited  along 
which  a  group  for  the  prevention  of  suicide  might 
be  developed.  As  in  the  case  of  the  use  of  group 
psychotherapy  for  the  follow-up  of  suicidal  patients, 
a  potential  problem  which  must  be  anticipated  and 


planned  for  is  the  phenomenon  of  "drowning"  which 
sometimes  has  been  observed  to  occur  in  some  situa- 
tions where  a  depression-prone  patient  may  react 
to  the  suicide  of  one  of  his  fellow  workers  or  patients 
by  becoming  depressed  and  suicidal  himself.  It  was 
the  general  consensus  of  the  group  that  through 
training  and  correct  clinical  management,  this  prob- 
lem could  be  avoided  both  in  the  use  of  group  psy- 
chotherapy for  follow-up  care  as  well  as  in  the  case 
of  the  self-help  group.  The  theme  of  all  the  programs 
suggested  here  is  a  concentration  of  active  out- 
reaching  efforts  in  areas  where  the  actual  suicide 
rate  is  known  to  be  high.  The  main  principle  here 
is  emphasized  as  an  active  approach  to  individuals 
who  are  determined  to  be  at  high  risk  over  time 
for   a   recurrence   of   serious    suicidal    behavior. 

ADDITIONAL  APPROACHES 

Another  Public  Health  model  for  suicide  pre- 
vention considered  by  the  task  group  is  the  use 
of  educative  functions  in  suicide  prevention  activi- 
ties. At  the  professional  level  it  is  suggested  that 
a  campaign  to  remind  general  physicians  to  educate 
themselves  to  the  probable  lethal  dose  of  any 
sedative  or  tranquilizing  medication  prescribed,  and 
limit  the  total'  dose  in  prescriptions  to  amounts  below 
these  levels  in  itself  would  probably  have  a  discern- 
ible affect  in  preventing  suicide.  Further  efforts 
aimed  at  the  education  of  counselors,  teachers  and 
policemen  in  recognizing  symptoms  of  severe  de- 
pression and  social  behaviors  preceding  suicide  would 
probably  also  have  significant  effects.  Similar  pro- 
grams emphasizing  the  fact  that  suicide  is  in  many 
instances  the  result  of  a  serious  clinical  depression, 
the  symptoms  of  which  can  be  recognized  by  a 
trained  observer,  might  help  in  the  modification 
of  attitudes  toward  suicidal  patients  and  their  in- 
creased recognition  by  other  groups  such  as  nurses 
who  frequently  come  in  contact  with  such  patients 
both  in  general  hospitals  and  other  settings.  In  each 
case  the  thrust  of  the  message  would  have  to  be 
tailored  to  the  specific  roles  and  attitudes  of  the 
group  one  is  attempting  to  educate.  The  tremendous 
hostility  elicited  by  the  depressed  and  suicidal  patient 
from  members  of  the  helping  professions  often 
interferes  with  therapeutic  efforts  which  might  save 
many  suicidal  individuals.  Educational  approaches 
to  modify  such  attitudes  might  have  a  significant 
effect  in  improving  our  treatment  results  with  suici- 
dal patients.  Research  into  the  effects  of  mass  media 
communication  of  information  concerning  the  re- 
lationship  of   suicidal    behavior   to    various    clinical 
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illnesses  such  as  depressive  syndromes  is  required  to 
evaluate  the  possible  efficacy  of  public  education 
programs.  There  is  some  information  suggesting  the 
possibility  that  mass  media  accounts  of  suicides 
might  actually  have  iatrogenic  effects  on  given 
populations,  perhaps  even  resulting  in  increases  in 
suicide  rates  in  some  instances.  For  this  reason,  pro- 
grams aimed  at  the  use  of  mass  media  for  education 
in  suicide  prevention  must  be  in  some  way  pre- 
tested. It  may  be,  however,  that  as  in  the  history 
of  other  major  diseases  that  as  a  more  open  dis- 
cussion of  the  problem  and  more  information  con- 
cerning suicide  is  available  (this  has  already  begun 
to  occur  through  the  activities  of  existing  suicide  pre- 
vention centers),  social  changes  which  tend  to  de- 
crease the  rate  of  suicide  become  more  effective. 

As  in  the  case  with  many  pathological  processes 
manifested  in  humans,  treatment  and  prevention 
must  occur  at  both  the  individual  and  group  levels 
in  order  to  be  effective.  Since  suicide  is  manifested 
at  the  individual  level,  attention  must  be  given  to 
the  development  of  effective  detection  and  treatment 
programs  for  individuals  who  are  prone  to  suicide. 
At  the  same  time  the  search  for  other  levels  of 
interventions  must  continue.  Increased  development 
and  dissemination  of  knowledge  concerning  the  sui- 
cidal individual  to  both  professional  and  sub-pro- 
fessional groups  who  are  likely  to  come  in  contact 
with  such  individuals,  as  well  as  education  of  the 
general  public,  may  be  of  help  in  effecting  a  decrease 
in  suicide  deaths.  At  a  more  basic  and  perhaps  more 
problematic  level,  programs  aimed  at  social  target 
groups  with  high  suicide  rates  as  discussed  above 
might  also  prove  effective  in  prevention  if  related 
meaningfully  to  the  sociocultural  context  of  the 
group  and  the  relevant  problems  which  impinge  on 
suicidal  behavior  in  these  specific  groups.  At  an 
even  more  basic  and  even  more  problematic  level 
it  might  be  stated  that  efforts  aimed  at  abolishing 
certain  social  ills  such  as  unemployment,  alcoholism, 
poverty  and  other  social  causes  of  misery  might 
tend  to  decrease  the  suicide  rate.  In  thinking  of 
relevant  factors  related  to  suicide,  however,  it  might 
be  of  interest  to  argue  what  the  effects  would  be  on 
suicide  prevention  if  steps  were  taken  to  improve, 
even  to  approach  idealization  of  social  conditions 
which  are  tacitly  assumed  to  be  primary  causes  for 
many  underlying  pathological  behaviors  including 
suicide.  It  is  questioned  as  to  whether  the  suicide 
rate  would  actually  decrease  beyond  a  certain  point 
under  such  conditions.  Given  such  assumptions,  what 
factors  would  then  be  responsible  for  suicidal  be- 


haviors? This  argument  suggests  that  many  of  the 
biological  and  developmental  factors  which  render 
individuals  vulnerable  to  depressive  illness  must  be 
more  thoroughly  understood  and  open  to  therapeutic 
interventions  in  order  to  significantly  lessen  suicide 
rates.  Other  bio-social  factors  underlying  impulsive 
and  violent  behavior  must  also  be  understood.  More 
attention  should  be  given  to  the  area  of  interpersonal 
coping  behavior,  and  the  effect  of  biological  factors 
and  social  experiences  on  such  coping  behavior,  since 
failures  in  this  area  appear  to  be  a  major  contributor 
to  the  determination  of  suicidal  behavior  among 
depressed  individuals.  It  is  therefore  contended  that 
even  in  an  ideal  society,  self-destructive  and  suicidal 
behavior  would  exist  at  a  certain  rate,  perhaps  higher 
or  lower  than  that  which  is  now  prevailing.  Neither 
an  individually  oriented  empirical  clinical  approach, 
a  purely  investigative  approach  aimed  at  the  advance- 
ment of  the  treatment  of  depression,  or  a  completely 
social  approach  aimed  at  lessening  the  ills  which  cer- 
tainly must  increase  the  vectors  which  drive  some 
individuals  toward  suicide,  will  in  themselves  be 
likely  to  eradicate  suicidal  behavior  or  even  reduce 
it  to  a  minimum.  Approaches  on  all  three  levels  are 
still  needed  and  the  main  problem  is  their  specific 
definition  in  terms  of  achievable  goals  within  the 
context  of  current  knowledge  and  socio-economic 
reality.  An  effort  has  been  made  in  this  position 
paper  to  focus  on  areas  which  seem  obtainable  within 
these  bounds  over  the  next  ten  years  rather  than 
attention  to  ideal  solutions  which  have  little  likeli- 
hood of  actual  attainment  in  terms  of  our  current 
knowledge  and  resources.  The  emphasis  of  this  report 
is  a  recommendation  to  concentrate  whatever  fi- 
nancial, professional,  and  motivational  resources  that 
are  available  at  this  time  in  areas  where  improve- 
ment and  positive  intervention  seem  highly  possible. 

SUMMARY  AND  RECOMMENDATIONS 

In  summary,  the  recommendations  of  the  task 
group  on  improvement  in  the  area  of  treatment  of 
the  suicidal  individual,  focus  on  the  identification 
and  improved  treatment  of  the  known  high-risk  sui- 
cidal individual.  This  focus  may  have  tended  to  be 
somewhat  blurred  by  a  reluctance  to  define  the  truly 
suicidal  individual,  on  the  basis  of  available  and 
clinical  information,  which  makes  this  possible  with  a 
fairly  high  degree  of  certainty.  To  the  extent  that 
current  knowledge  does  not  enable  us  to  accurately 
define  the  seriously  suicidal  population,  further  efforts 
should  be  made  to  improve  this  definition.  Focus  on 
the  clinical  factors  which   result  in  the   successful 
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management  of  seriously  suicidal  patients,  including 
more  sensitive  methods  of  detecting  increased  sui- 
cidal potential  in  the  clinical  course  of  the  suicide- 
prone  individual,  is  of  importance  here.  Much  more 
emphasis  on  this  clinical  focus  seems  necessary  if 
suicide  prevention  activities  are  to  truly  result  in 
the  prevention  of  suicide.  In  order  to  promote  such  a 
focus  it  is  suggested  that  more  emphasis  be  given  to 
discussion  of  cases  of  inividuals  who  have  completed 
suicide  or  made  near-lethal  attempts  while  under 
clinical  observation,  in  order  to  elucidate  features 
common  to  such  individuals.  More  attention  to  this 
approach  and  more  communication  of  such  knowl- 
edge would  promote  a  sharper  focus  in  the  area  of 
the  prevention  of  suicide.  Further  knowledge  con- 
cerning approaches  on  the  individual  and  program- 
atic  level  which  will  decrease  suicide  among  known 
high-risk  individuals  could  be  developed  from  infor- 
mation accumulated  in  regional  centers  established 
for  the  follow-up  treatment  and  longitudinal  study 
of  seriously  suicidal  individuals.  Information  cur- 
rently available  suggests  that  one  of  the  most  effec- 
tive elements  currently  lacking  is  the  treatment  of 
the  suicidal  individual  is  the  availability  of  active, 
systematic  follow-up  programs  which  would  provide 
continuity  of  care.  Attempts  at  providing  such  follow- 
up  programs  on  the  basis  of  non-intensive  contact 
with  high-risk  individuals  over  time  are  currently 
under  way  and  suggest  the  possible  use  of  volunteer 
efforts  or  self-help  groups  in  the  reduction  of  suicide 
among  high  risk  individuals.  An  emphasis  on  more 
directed  and  aggressive  programs  to  reach  known 
high-risk  individuals,  rather  than  one  completely 
based  on  the  patient's  willingness  to  ask  for  help  via 
telephone,  is  a  major  theme  of  this  group's  recom- 
mendations. As  crisis  oriented  intervention  becomes 
a  common  theme  in  mental  health  activities,  it  seems 
important  that  in  order  to  preserve  a  focus  on  sui- 
cide prevention  that  the  function  of  suicidologists  or 
those  who  have  a  special  interest  in  the  treatment 
and  prevention  of  suicide  be  defined  on  the  basis  of 
specialized  functions  and  knowledge  so  that  the 
identity  of  such  efforts  will  not  be  lost  in  the  general 
rush  of  general  crisis  oriented  approaches  which  do 
not  really  emphasize  some  of  the  clinical  necessities 
involved  in  preventing  suicide.  In  order  to  maintain 
this  identity  and  the  values  of  programs  directed 
specifically  toward  the  prevention  of  suicide,  it  is 
recommended  that  available  resources  be  carefully 
focused  in  areas  of  greatest  relevance  to  suicidal  be- 
havior, such  as  the  treatment  and  follow-up  of  known 
high-risk   suicidal    individuals    in   our    society.    The 


regional  centers  recommended  in  the  report  would 
promote  such  a  concentration  and  definition  of  areas 
of  knowledge  of  competence  in  suicide  prevention. 
Once  such  definition  is  made  the  suicidologist  would 
retain  a  position  from  which  recommendations  and 
innovations  migh  be  assimilated  into  developing 
mental  health  programs  at  the  community  mental 
health  level,  as  well  as  into  the  mainstream  of  clinical 
practice.  In  such  definition  and  specialization  is  not 
pursued  at  this  time  the  whole  area  of  suicide  pre- 
vention may  become  completely  diluted  in  a  more 
general,  crisis,  and  socially  oriented  mental  health 
approach.  Since  this  would  involve  the  loss  of  much 
valuable  knowledge  and  much  of  the  opportunity 
to  prevent  suicide  such  a  turn  of  events  though  fore- 
seeable would  be  most  regrettable  in  nullifying  much 
of  the  information  which  has  been  gained  and  much 
of  the  benefit  which  seem  possible  at  this  time  in  the 
area  of  suicide  prevention. 

Beyond  this  highly  defined  focus  on  the  suicidal 
individual,  efforts  at  prevention,  both  at  the  primary 
and  secondary  level,  could  be  fruitfully  approached 
through  educative  programs  aimed  at  both  general 
lay  groups  and  various  professionals  and  sub-profes- 
sional groups  who  come  in  contact  with  suicidal  pa- 
tients with  high  frequency.  More  problematic  but 
worth  pursuing  are  social  programs  aimed  at  pre- 
vention of  suicide  in  target  groups  known  as  having 
a  high  risk  for  suicide,  such  as  the  examples  cited 
earlier.  Approaches  such  as  these  could  also  stem 
from  regional  suicide  study  centers  and  actuated 
through  existing  community  mental  health  service 
programs  thus  joining  the  two  in  function  and  in 
cooperation.  A  rigorous  definition  of  focus  of  efforts 
concerning  suicide  prevention  at  this  time  might 
truly  result  in  a  preservation  of  current  knowledge 
and  its  extention  rather  than  an  absorption  of  func- 
tions of  more  crisis  oriented  aspects  of  current  suicide 
prevention  activities,  with  a  total  loss  of  the  specific 
knowledge  being  accumulated  relevant  to  suicide 
prevention,  as  the  growth  of  community  mental 
health  services  continues.  Thus  an  attempt  is  made 
to  render  this  paper  truly  one  which  takes  a  position. 
It  is  hoped  that  the  recommendations  in  this  report 
will  result  in  an  increasing  focus  on  the  difficult 
process  of  identifying  and  actively  reaching  the  seri- 
ously suicidal  patient  in  suicide  prevention  programs 
of  all  types. 

One  further  recommendation  is  offered  for  con- 
sideration concerning  the  scope  and  boundaries  of  the 
current  suicide  prevention  effort.  Studies  of  individ- 
uals  who   manifest   violent   behavior  suggest   many 
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similarities  with  suicidal  crises  both  in  psychody- 
namics  and  social  process.  There  is  evidence  that 
many  individuals  prone  to  violence  manifest  suicidal 
behavior  and  furthermore  studies  from  Ervin's  group 
in  Boston  suggest  that  patients  will  come  into  emer- 
gency rooms  asking  for  help  when  on  the  verge  of 
violent  behavior.  Because  of  the  great  and  increasing 
need  for  violence  prevention  in  our  society,  resulting 
from  steadily  increasing  population  rates  and  the 
great  increase  in  complexity  of  living  engendered  by 
a  host  of  social  forces,  this  problem  will  require  in- 
creasing attention  both  at  the  individual  and  group 
level.  The  present  system  of  crisis  intervention  serv- 
ices as  well  as  current  techniques  for  crisis  interven- 
tion may  in  many  ways  be  a  most  appropriate  way 
for  dealing  with  individuals  on  the  verge  of  violent 
acting  out.  It  is,  therefore,  suggested  that  considera- 
tion be  given  to  broadening  the  focus  of  current 
suicide  prevention  efforts  to  include  the  prevention 
of  destructive  behavior  on  the  individual  level.  It 
would  appear  that  this  could  be  done  within  the 
existing  framework  and  with  the  addition  of  a  rela- 
tively small  amount  of  clinical  skills  to  the  already 
existing  crisis  intervention  methods  being  taught  both 
professionals  and  volunteers.  Imaginative  but  tact- 
fully staged  publicity  might  enable  individuals  on 
the  verge  of  destructive  behavior  to  first  contact  a 
crisis  intervention  center  and  these  contacts  coupled 
with  the  availability  of  emergency  short-term  inpa- 
tient facilities  may  result  in  a  substantial  saving  of 
lives.  Findings  that  up  to  80  percent  of  homicides 
occur  in  the  context  of  family  relationships  or  friend- 


ships suggest  that  attention  to  interpersonal  crises 
in  individuals  prone  to  violence  might  greatly  reduce 
the  number  of  homicides.  On  the  other  hand,  the 
notion  of  parallel  crisis  services  for  pre-violent  indi- 
viduals would  seem  rather  redundant.  Because  of 
the  increasing  need  for  attention  to  this  area,  the 
similarities  in  the  clinical  aspects  of  the  individuals 
and  the  crisis  preceding  both  suicidal  and  violent 
behavior,  and  the  applicability  of  existing  facilities 
to  both  problems,  it  is  suggested  that  consideration 
be  given  to  broadening  the  focus  of  the  Center  for 
Studies  of  Suicide  Prevention  to  that  of  the  preven- 
tion of  destructive  behavior,  both  self  and  outer 
directed.  This  would  result  in  a  fusion  of  two  very 
closely  related  areas  of  clinical  behavior  as  well  as  a 
focus  which  would  maintain  social  relevance.  It 
would  be  suggested  that  the  problem  of  group  vio- 
lence be  dealt  with  through  other  agericies  and  that 
individual  violence  be  retained  as  the  subject  of  the 
Center.  Whereas  group  violence  and  individual  vio- 
lence certainly  must  have  important  relationships  with 
one  another,  the  clinical  approach  to  the  violent 
individual  is  conceptually  much  more  a  clinical  prob- 
lem than  approaches  to  group  violence  which  must 
be  dealt  with  on  broader  social  levels.  The  possi- 
bility is,  therefore,  suggested  that  suicide  and  violent 
behavior  be  approached  as  a  similar  clinical  problem. 
Such  a  change  in  policy  would  greatly  broaden  the 
basis  of  social  support,  and  relevance  of  the  center's 
activity  as  well  as  being  very  appropriate  to  the  clini- 
cal facts  relating  to  both  suicide  and  violence. 
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Chapter  VIII. 
Summary  of  Recommendations 


I.     NOMENCLATURE  AND  CLASSIFICATION 

Aaron  T.    Beck,   M.D.,    Chairman 

1.  Need  for  a  Standard  Nomenclature: 
The  need  for  a  "universally"  acceptable  nomen- 
clature for  suicidal  behaviors  should  be  recognized 
and  effective  action  should  be  taken  for  the  prepa- 
ration and  the  subsequent  dissemination  of  this  no- 
menclature. Much  of  the  energy  directed  toward 
research,  training,  and  prevention  will  be  wasted 
unless  uniform,  reliable,  and  valid  systems  for  de- 
fining, coding,  and  reporting  suicidal  behaviors  are 
established.  Reports  in  the  area  of  research,  preven- 
tion, and  treatment  are  often  inconclusive  and  mean- 
ingless because  of  the  obvious  deficiencies  in  official 
statistics  and  the  heterogeneous  systems  of  nomen- 
clature used  by  investigators. 

2.  Need  for  Uniform  Case  Finding  Procedures: 

a.  National  standardized  criteria  should  be  set 
up  for  types  of  cases  to  be  seen  by  coroners'  offices; 
for  example,  cases  of  violent  death,  death  under 
specified  circumstances,  death  which  occurs  unat- 
tended. The  component  procedures  involved  in  the 
certification  of  suicide  and  sources  of  bias  need  to  be 
elucidated.  A  systems  analysis  would  show  slippage 
at  various  decision  points.  These  sources  of  unre- 
liability could  be  detected  by  systematic  studies,  such 
as  comparisons  of  the  number  and  types  of  referrals 
to  the  coroners'  offices,  and  the  number  of  autopsies 
and  types  of  laboratory  tests  performed. 

b.  The  indications  for  performing  autopsies  need 
to  be  standardized  and  standardized  procedures  used 
in  autopsies  need  to  be  set  up. 

c.  Standardized  testing  for  blood  alcohol,  barbitu- 
rates and  heavy  metals  should  be  instituted. 

d.  A  "psychological  autopsy"  team  should  be  used 
for  equivocal  cases. 


e.  Training  of  legal  and  medical  investigative 
personnel  concerned  with  certification  of  death  needs 
improvement : 

i.  Legal  investigators  including  police, 
ii.  Certifiers  including  medical  examiners,  coro- 
ners, and  practicing  physicians. 

f.  The  often  repeated  "legal  presumption  against 
suicide"  heard  in  court  cases  usually  arising  from  in- 
surance problems  must  be  modified. 

g.  In  addition  to  the  previous  recommendation 
there  should  be  a  change  of  death  certification  to 
insure  confidentiality  of  the  manner  of  death  and 
opinion  as  expressed  by  the  certifier.  This  could  re- 
lieve pressures  on  the  certifying  physician  to  refrain 
from  reporting  suicides. 

h.  To  determine  the  reliability  and  validity  of  the 
official  statistics,  we  should  encourage  research  studies 
of  suicide  incidence  independent  of  the  official  statis- 
tics. The  two  sets  of  data  could  then  be  compared 
and  the  reliability  evaluated. 

i.  To  increase  our  knowledge  of  the  incidence 
and  prevalence  of  suicide  attempts,  these  should  be 
made  reportable  conditions  (such  as  the  various  com- 
municable diseases). 

j.  Hospital  emergency  room  record  keeping  and 
reporting  of  the  suicide  attempts  and  deaths  in 
hospitals  should  be  improved.  Use  of  "psychological 
autopsy"  should  be  generalized. 

k.  Classifications  cannot  be.  divorced  from  con- 
sideration of  available  governmental  and  health  serv- 
ices. There  has  to  be  implementation  by  improve- 
ments in  such  services  and  training  of  appropriate 
governmental,  medical,  and  other  key  personnel  in 
the  proper  investigation  and  detection  of  such  cases. 

1.  The  implementation  of  many  of  the  above  rec- 
ommendations could  be  carried  out  by  setting  up  a 
coordinated  study  by  representative  from  groups  such 
as  the  National  Association  of  Medical  Examiners, 


99 


National  Municipal  League,  and  the  Center  for 
Studies  of  Suicide  Prevention. 

3.  Need  for  Research  in  Classification  of  Suicidal 
Behaviors: 

a.  A  system  of  nomenclature  such  as  that  prepared 
by  this  committee  should  be  utilized  as  a  base  from 
which  to  build  a  uniform  system  of  nomenclature. 
The  system  of  nomenclature  should  be  compatible 
with  other  systems  so  that  it  can  be  disseminated  to, 
and  worked  into  other  classificatory  systems  such  as 
those  used  by  the  World  Health  Organization,  the 
American  Medical  Association,  The  American  Hos- 
pital Association,  the  National  Association  of  Medi- 
cal Examiners,  the  American  Psychiatric  Association, 
and  the  National  Safety  Council. 

b.  This  system  of  classification  should  be  developed 
with  the  use  of  sophisticated  psychometric  procedures. 
As  in  developing  other  types  of  instruments,  studies 
should  be  carried  out  to  determine  the  reliability 
and  validity  of  this  system  of  classification.  Long- 
term  followup  studies  should  be  conducted  to  deter- 
mine the  predictive  validity  of  the  scale  and  to  pro- 
vide further  data  for  its  development. 

4.  Need  for  Dissemination  of  Nomenclature: 
Ultimately,  it  would  be  very  useful  to  prepare  and 

distribute  a  manual  on  suicidal  behaviors  to  serve 
as  a  guide,  source  book  and  training  manual  for 
personnel  involved  in  the  area  of  suicidal  behaviors. 
For  instance,  the  lesser  known  circumstances  which 
indicate  need  for  a  suicidal  investigation  would  be 
listed  (for  example,  crash  directly  into  a  tree,  wound 
in  head  with  gun  in  hand,  non-industrial  fall  from  a 
building).  The  classification  would  be  analogous  to 
that  in  the  "Manual  of  Classification  of  Motor  Ve- 
hicle Traffic  Accidents"  published  by  the  National 
Safety  Council. 

Such  a  manual  would  also  serve  the  same  purpose 
as  the  "Current  Medical  Terminology"  sponsored 
by  the  American  Medical  Association. 

II.     DEATH  AND  SELF-DESTRUCTIVE  BEHAVIORS 
Avery   D.   Weisman,   M.D.,  Chairman 

A  good  theory  of  suicide  should  have  more  ex- 
planatory value  than  a  bad  theory.  The  consensus  of 
the  Committee  has  been  that  suicide  is  a  form  of 
death,  but  that  a  broader  theory  of  life-threatening 
behavior  includes  many  other  types  of  self-inimical 
acts,  not  merely  fatal  acts. 

It  was  understandable  that  this  Committee  urges 
that   the  highest  priority  for  the    1970's  should  be 


given  to  broad  human  issues  of  life-threatening  be- 
havior, and  not  to  confine  suicide  studies  to  people 
who  commit  or  complete  self-destructive  acts  inten- 
tionally. Treatment  of  the  suicidal  person  is,  of 
course,  important,  but  training,  treatment,  and  de- 
livery of  services  will  be  more  intelligently  applied 
when  adequate  theories  of  health  and  research  into 
various  forms  of  self-damaging  behavior  can  be 
undertaken  comprehensively. 

The  overall  implication  of  this  viewpoint  is  that 
the  Center  for  the  Studies  of  Suicide  Prevention 
should,  in  the  next  decade,  expand  its  horizons  and 
purposes  to  include  other  kinds  of  death  and  dying, 
besides  that  of  suicide.  Greater  understanding  of 
how  and  in  what  forms  death  threatens  mankind  will 
improve,  we  hope,  our  techniques  for  dealing  with 
important  factors  in  both  life  and  death. 

III.     RESEARCH 

Norman    L.    Farberow,    Ph.D.,  Chairman 

Research  in  suicide  and  its  prevention  in  the  70's 
should  be  marked  by  specific  and  necessary  changes. 
A  fundamental  recommendation  is  for  the  national 
Center  for  Studies  of  Suicide  Prevention  to  insist  on 
adequate  methodological  procedures  in  the  research 
it  supports.  Basically,  what  is  needed  is  greater  rigor 
in  research  design  and  more  sophistication  in  sta- 
tistical analyses.  The  program  must  interest  scholars 
outside  the  usual  mental  health  disciplines  (e.g.,  in- 
formation theorists,  communication  analysts,  etc.)  in 
order  to  encourage  vitally  important  cross-fertiliza- 
tion and  interaction.  Minimum  standards  for  describ- 
ing populations  studied  should  consist  of  predeter- 
mined demographical  and  biographical  data.  This 
might  make  more  feasible  the  use  of  a  national  data 
bank  established  by  the  national  Center  to  provide 
data  for  researchers  unable  to  accumulate  sufficient 
cases  from  their  own  sources. 

Researchers  are  also  strongly  urged  to  take  ad- 
vantage of  the  greater  power  provided  for  analysis 
of  results  by  the  advanced  statistical  techniques  cur- 
rently available  but  infrequently  used.  Four  proce- 
dures in  particular  might  be  most  useful:  multiple 
regression,  discriminant  function  analysis,  and  se- 
quential  analysis. 

Highest  in  priority  is  the  field  of  identification, 
assessment  and  prediction. 

a.  The  primary  recommendations  refer  to  focus 
and  methods  of  data  collection.  The  type  of  study 
most  needed  should  be  longitudinal  and  in-depth  in- 
vestigations which  will  provide  information  about  the 
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course  of  suicidal  behavior,  the  nature  of  its  develop- 
ment and  amelioration,  and  the  process  of  its  recip- 
rocal impact  on  others  and  self. 

b.  Rates  and  direction  of  changes  in  personality 
characteristics  are  some  of  the  potentially  important 
clues  in  hypotheses  about  the  development  of  "sui- 
cidal personalities."  The  focus  may  be  on  critical 
variables,  such  as  lethality,  stress,  attitudes  and  values, 
time  perspective,  motivations,  shame,  guilt  and  de- 
fensiveness,  loss  and  interpersonal  relations,  and  self- 
evaluations. 

c.  Psychological  tests  or  modifications  of  them 
have  been  minimally  productive  as  measuring  in- 
struments. Clinical  schedules,  empirically  derived, 
have  proven  most  useful  and  should  be  developed 
further.  Some  of  the  schedules  aim  at  assessment  of 
suicidal  potentiality.  Refinement  in  the  criteria  used, 
the  complexity  of  scoring  (for  example,  linear  versus 
pattern  scoring),  holds  promise  for  increased  validity 
and  reliability  of  the  schedule,  as  well  as  ease  of  use. 

d.  In  addition,  it  is  now  known  that  the  suicidal 
population  consists  of  a  number  of  subgroups,  and 
that  assessment,  evaluation,  and  prediction  within 
each  will  vary.  The  most  immediately  rewarding 
groups  for  study  are  those  rated  as  highest  risk, 
such  as  the  old  and  alone,  and  those  with  prior  his- 
tory of  two  or  more  serious  attempts.  Focus  might 
be  on  refinement  of  the  criteria  for  assessment  and 
prediction  in  such  subgroups. 

Three  areas  are  ranked  below  according  to  priority : 

a.  Effectiveness  and  effect,  developmental  corre- 
lates and  biochemical  and  physiological  aspects.  In 
measuring  effectiveness  of  suicide  prevention  services, 
systematic  evaluative  research  has  been  hampered  by 
the  lack  of  clear  goals  to  serve  as  criteria  for  success 
or  failure.  Seven  criteria  have  been  used  most 
often:  visibility,  utilization,  followup,  impact  on 
local  suicide  rates,  professional  acceptance,  dissem- 
ination of  experience  and  diminishing  of  taboos. 
The  most  effective  criterion  seems  to  be  followup, 
observing  continued  or  new  self-destructive  behavior, 
report  by  the  patient  and  others  on  his  own  emotional 
and  suicidal  status,  and  evaluation  of  the  patient's 
lethality  by  means  of  an  assessment  schedule. 

b.  Research  on  the  developmental  correlates  of 
suicide  have  also  produced  little  that  is  specifically 
pathognomonic  for  suicide.  Psychological  studies  have 
attempted  to  examine  such  factors  as  loss  of  signifi- 
cant person  early  in  life,  the  implantation  of  excessive 
guilt  tendencies,  anxiety,  or  despair,  or  child-rearing 
practices.  Sociological  studies  have  looked  to  status 


integration,  socioeconomic  factors,  social  ecology, 
and  recently  to  social  mobility,  role  failure,  social 
inflexibility  and  other  variables.  Longitudinal,  in- 
tensive studies  using  a  variety  of  methodological 
approaches  should  provide  information  in  this  area. 

c.  In  studying  biochemical  and  physiological  cor- 
relates, the  main  problem  continues  to  be  the  fact 
that  the  signals  identified  are  not  specific.  For  ex- 
ample, studies  in  distress  hormones,  and  the  hydroxy- 
corticosteroids  have  seemed  to  yield  promising  results. 
Attention  is  now  focusing  on  the  electrolytes  in  the 
brain  such  as  the  hydroxytryptamines.  It  is  possible 
that  patterns  of  indicators  may  yield  increasing  ac- 
curacy. 

In  addition,  two  fields  of  research  were  considered 
important  but  were  ranked  low  on  priority  at  this 
time.  They  are:  indirect  self-destructive  behavior, 
and  epidemiology  and   demography. 

a.  The  study  of  indirect  self-destructive  behavior 
is  important  because  of  its  approximation  of  normal, 
everyday  behavior.  Studies  can  be  pursued  of  activi- 
ties found  to  be  life-threatening,  life  shortening 
(even  injurious),  or  life-limiting  and  life-constricting. 
Some  variables  are  time,  with  most  indirect  self- 
destructive  behaviors  occurring  over  a  long  period; 
self-  versus  other-initiated  behavior;  and  activities 
affecting  physiological  or  psychological  functioning. 
This  whole  new  area  remains  to  be  developed,  with 
promising  results  for  understanding  of  self-destructive 
phenomena  and  personality  in  general. 

b.  Epidemiological  and  demographic  studies  car- 
ried out  with  the  usual  purpose  of  providing  descrip- 
tive data  about  populations  or  subgroups  hold  little 
further  excitement.  We  already  know,  essentially, 
who,  how,  where  and  when  about  suicides  in  terms 
of  the  usual  demographic  characteristics  (except  for 
the  relationship  between  suicide  and  social  class, 
Maris,  1969).  The  potential  within  this  area  lies 
in  greater  sophistication  in  the  information  gathered 
and  in  the  delineation  of  specific  subgroups  now  of 
growing  concern,  e.g.,  callers  to  suicide  prevention 
centers.  Cross-cultural  and  trans-national  studies  are 
possible  with  improved  techniques  for  measurement 
and  with  computer  availability.  The  usefulness  of 
the  studies  will  depend,  however,  on  some  prior  ac- 
tions to  which  the  national  Center  is  urged  to  turn, 
such  as  standardization  of  certification  of  death 
procedures  and  agreement  on  taxonomy  for  definition 
of  the  event.  Without  these,  the  data  gathered  are 
too  often  non-comparable  and  the  conclusions  only 
confusing. 

Two  other  areas,  primary  prevention  and  treat- 
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ment,  and  death  and  violence,  were  considered 
only  briefly  because  they  are  the  subjects  for  other 
Sections  of  this  Task  Force. 

a.  Research  is  needed  to  explore  methods  for 
identifying  and  treating  high  risk  subpopulations  in 
the  community.  This  process  of  making  available  a 
service  before  the  crisis  occurs  would  hopefully 
blunt  or  abort  some  exacerbated  crises. 

b.  In  treatment  procedures  in  the  usual  agencies, 
such  as  the  suicide  prevention  center,  psychiatric  or 
social  work  clinic,  hospital  or  other,  the  research 
must  continue  to  examine  carefully  crisis  interven- 
tion procedures  for  appropriateness  and  efficiency. 
Treatment  of  long  term,  borderline,  chronic  cases 
continues  to  be  the  most  difficult  problem.  Studies 
of  the  workers  in  suicide  prevention  and  of  the 
suicide  prevention  center  seen  as  a  group  or  ward 
provide  significant  information  for  most  effective 
functioning. 

c.  The  area  of  attitudes  toward  death  and  violence, 
toward  the  terminally  ill,  and  toward  homicide,  es- 
tablishes an  important  framework  for  the  phenomena 
studied.  Suicide  is  only  one  form  of  death,  and 
feeling  about  both  death  and  suicide  shape  the 
behavior  of  the  suicidal  person  as  well  as  the  reac- 
tions of  those  around  him. 

IV.     TREATMENT 

Jan   Fawcett,   M.D.,  Chairman 

Focus  on  the  identification  and  improved  treat- 
ment of  the  known  high  risk  suicidal  individual,  a 
focus  which  may  have  tended  to  be  somewhat  blurred 
by  a  reluctance  to  define  the  truly  suicidal  individual 
on  the  basis  of  available  and  clinical  information 
which  makes  this  possible  with  a  fair  high  degree 
of  certainty.  To  the  extent  that  current  knowledge 
does  not  enable  us  to  accurately  define  the  seriously 
suicidal  population,  further  efforts  should  be  made 
to  improve  this  definition. 

Focus  on  the  clinical  factors  which  result  in  the 
successful  management  of  seriously  suicidal  patients 
including  more  sensitive  methods  of  detecting  in- 
creased suicidal  potential  in  the  clinical  course  of 
the  suicide-prone  individual  is  of  importance  here. 
Much  more  emphasis  on  this  clinical  focus  seems 
necessary  if  suicide  prevention  activities  are  to  truly 
result  in  the  prevention  of  suicide.  In  order  to 
promote  such  a  focus  it  is  suggested  that  more 
emphasis  be  given  to  discussion  of  cases  of  individ- 
uals who  have  completed  suicide  or  made  near  lethal 
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attempts  while  under  clinical  observation  in  order 
to  elucidate  features  common  to  such  individuals. 

More  attention  to  the  clinical  approach  and  more 
communication  of  such  knowledge  would  promote  a 
sharper  focus  in  the  area  of  the  prevention  of  suicide. 

Further  knowledge  concerning  approaches  on  the 
individual  and  pragrammatic  level  which  will  de- 
crease suicide  among  known  high  risk  individuals 
could  be  developed  from  information  accumulated 
in  regional  centers  established  for  the  followup  treat- 
ment and  longitudinal  study  of  seriously  suicidal 
individuals. 

Information  currently  available  suggests  that  one 
of  the  most  effective  elements  currently  lacking  in 
the  treatment  of  the  suicidal  individual  is  the  avail- 
ability of  active,  systematic  followup  programs  which 
would  provide  continuity  of  care.  Attempts  at  pro- 
viding such  followup  programs  on  the  basis  of  non- 
intensive  contact  with  high  risk  individuals  over  time 
are  currently  under  way  and  suggests  the  possible 
use  of  volunteer  efforts  or  self-help  groups  in  the 
reduction  of  suicide  among  high  risk  individuals. 

An  emphasis  on  more  directed  and  aggressive  pro- 
grams to  reach  known  high  risk  individuals  rather 
than  one  completely  based  on  the  patient's  willing- 
ness to  ask  for  help  via  telephone  is  a  major  theme  of 
the  group's  recommendations. 

As  crisis  oriented  intervention  becomes  a  common 
theme  in  mental  health  activities  it  seems  important 
that  in  order  to  preserve  a  focus  on  suicide  preven- 
tion that  the  function  of  suicidologists  or  those  who 
have  a  special  interest  in  the  treatment  and  preven- 
tion of  suicide  be  defined  on  the  basis  of  specialized 
functions  and  knowledge  so  that  the  identity  of  such 
efforts  will  not  be  lost  in  the  general  rush  of  crisis 
oriented  approaches  which  do  not  really  empha- 
size some  of  the  clinical  necessities  involved  in 
suicide  prevention. 

In  order  to  maintain  the  identity  and  the  values  of 
programs  directed  specifically  toward  the  prevention 
of  suicide,  it  is  recommended  that  available  resources 
be  carefully  focused  in  areas  of  greatest  relevance  to 
suicidal  behavior  such  as  the  treatment  and  followup 
of  known  high  risk  suicidal  individuals  in  our  society. 

The  regional  centers  recommended  in  the  report 
would  promote  such  a  concentration  and  definition 
of  areas  of  knowledge  of  competence  in  suicide  pre- 
vention. Once  such  definition  is  made  the  suicidolo- 
gist  would  retain  a  position  from  which  recommenda- 
tions and  innovations  might  be  assimilated  into  de- 
veloping mental  health  programs  at  the  community 
mental  health  level  as  well  as  into  the  mainstream 


of  clinical  practice.  If  such  definition  and  specializa- 
tion is  not  pursued  at  this  time,  the  whole  area  of 
suicide  prevention  may  become  completely  diluted 
in  a  more  general,  crisis  and  socially  oriented  mental 
health  approach.  Since  this  would  involve  the  loss 
of  much  valuable  knowledge  and  much  of  the  oppor- 
tunity to  prevent  suicides  such  a  turn  of  events 
though  foreseeable  would  be  most  regrettable  in 
nullifying  much  of  the  information  which  has  been 
gained  and  much  of  the  benefit  which  seem  possible 
at  this  time  in  the  area  of  suicide  prevention. 

Beyond  this  highly  denned  focus  on  the  suicidal 
individual,  efforts  at  prevention  both  at  the  primary 
and  secondary  level  could  be  fruitfully  approached 
through  educative  programs  aimed  at  both  general 
lay  groups  and  various  professionals  and  sub-profes- 
sional groups  who  come  in  contact  with  suicidal 
patients  with  high  frequency. 

More  problematic  but  worth  pursuing  are  social 
programs  aimed  at  prevention  of  suicide  in  target 
groups  known  as  having  a  high  risk  for  suicide,  such 
as  the  examples  cited  earlier. 

Approaches  such  as  these  could  also  stem  from 
regional  suicide  study  centers  and  actuated  through 
existing  community  mental  health  service  programs 
thus  joining  the  two  in  function  and  in  cooperation. 

A  rigorous  definition  of  focus  of  efforts  concern- 
ing suicide  prevention  at  this  time  might  truly  result 
in  a  preservation  of  current  knowledge  and  its  ex- 
tension rather  than  an  absorption  of  functions  of 
more  crisis  oriented  aspects  of  current  suicide  pre- 
vention activities  with  a  total  loss  of  the  specific 
knowledge  being  accumulated  relevant  to  suicide  pre- 
vention as  the  growth  of  community  mental  health 
services  continues. 

It  is  hoped  that  the  position  taken  and  the 
recommendations  in  this  report  will  result  in  an 
increasing  focus  on  the  difficult  process  of  identify- 
ing and  actively  reaching  the  seriously  suicidal 
patient  in  suicide  prevention  programs  of  all  types. 

One  further  recommendation  is  offered  for  con- 
sideration concerning  the  scope  and  boundaries  of 
the  current  suicide  prevention  effort.  Studies  of 
individuals  who  manifest  violent  behavior  suggest 
many  similarities  with  suicidal  crises  both  in  psycho- 
dynamics  and  social  process.  There  is  evidence  that 
many  individuals  prone  to  violence  manifest  suicidal 
behavior  and  furthermore  studies  from  Ervin's  group 
in  Boston  suggest  that  patients  will  come  into  emer- 
gency rooms  asking  for  help  when  on  the  verge  of 
violent  behavior.  Because  of  the  great  and  increasing 


need  for  violence  prevention  in  our  society  resulting 
from  steadily  increasing  population  rates  and  the 
great  increase  in  complexity  of  living  engendered  by 
a  host  of  social  forces,  this  problem  will  require 
increasing  attention  both  at  the  individual  and  group 
level.  The  present  system  of  crisis  intervention  serv- 
ices as  well  as  current  techniques  for  crisis  interven- 
tion may  in  many  ways  be  a  most  appropriate  way 
for  dealing  with  individuals  on  the  verge  of  violent 
acting  out.  It  is,  therefore,  suggested  that  considera- 
tion be  given  to  broadening  the  focus  of  current 
suicide  prevention  efforts  to  include  the  prevention 
of  destructive  behavior  on  the  individual  level.  It 
would  appear  that  this  could  be  done  within  the 
existing  framework  and  with  the  addition  of  a  rela- 
tively small  amount  of  clinical  skills  to  the  already 
existing  crisis  intervention  methods  being  taught  both 
professionals  and  volunteers.  Imaginative  but  tact- 
fully stated  publicity  might  enable  individuals  on 
the  verge  of  destructive  behavior  to  first  contact  a 
crisis  intervention  center  and  these  contacts  coupled 
with  the  availability  of  emergency  short-term  in- 
patient facilities  may  result  in  a  substantial  saving 
of  lives.  Findings  that  up  to  80%  of  homicides  occur 
in  the  context  of  family  relationships  or  friendships 
suggest  that  attention  to  interpersonal  crises  in  indi- 
viduals prone  to  violence  might  greatly  reduce  the 
number  of  homicides.  On  the  other  hand,  the  notion 
of  parallel  crisis  services  for  pre-violent  individuals 
would  seem  redundant.  Because  of  the  increasing 
need  for  attention  to  this  area,  the  similarities  in 
the  clinical  aspects  of  the  individuals  and  the  crisis 
preceding  both  suicidal  and  violent  behavior,  and 
the  applicability  of  existing  facilities  to  both  prob- 
lems, it  is  suggested  that  consideration  given  to 
broadening  the  focus  of  the  Center  for  Suicide 
Studies  to  that  of  the  prevention  of  destructive  be- 
havior, both  self  and  outer  directed.  This  would  re- 
sult in  a  fusion  of  two  very  closely  related  areas 
of  clinical  behavior  as  well  as  a  focus  which  would 
maintain  social  relevance.  It  would  be  suggested 
that  the  problem  of  group  violence  be  dealt  with 
through  other  agencies  and  that  individual  violence 
be  retained  as  the  subject  of  the  Center. 

V.     DELIVERY  OF  SUICIDE  AND  CRISIS 
INTERVENTION  SERVICES 

Richard   K.   McGee,   Ph.D.,  Chairman 

The  business  of  establishing  and  operating  a  suicide 
prevention  of  crisis  intervention  program  is  a  serious 
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and  dfficult  undertaking.  It  is  one  in  which  a  large 
number  of  individuals — both  professional  and  lay 
volunteers — have  engaged  throughout  this  country 
during  the  1960's.  It  is  an  activity  which  has  been 
entered  into  by  many  with  serious  and  dedicated 
intent;  it  has  been  entered  into  by  others  capriciously 
and  ill-advisedly.  The  result  is  a  mixture  of  ambigu- 
ous services  which,  as  a  whole,  lack  purpose,  direc- 
tion, commitment,  and  involvement  with  the  serious 
work  their  name  implies.  The  Committee  of  Delivery 
of  Services  for  Suicide  Prevention  in  the  Seventies 
views  this  situation  with  grave  concern.  There  must 
be  dramatic  changes  made  in  the  next  ten  years, 
and  the  Committee  offers  the  propositions  in  this 
final  report  as  the  program  format  which  it  believes 
these  changes  should  reflect. 

It  is  the  Committee's  desire  to  state  explicitly  its 
intention  as  one  of  setting  goals  and  aspirations  for 
what  is  viewed  as  an  appropriate  minimum  standard 
for  delivering  services.  The  Committee  wishes  to 
make  perfectly  clear  that  the  responsibility  for  the 
implementation  of  the  recommendations  in  this  re- 
port lies  not  with  the  individual  centers  alone,  but 
with  the  American  Association  of  Suicidology  and 
the  Center  for  Studies  of  Suicide  Prevention  at  the 
National  Institute  of  Mental  Health.  There  must 
be  imaginative  leadership  and  there  must  be  en- 
couragement— both  financial  and  educational — for 
the  local  centers  to  expand  and  develop  their  pro- 
grams. The  Committee  is  strongly  and  unswervingly 
committed  to  the  need  for  some  mechanism,  such  as 
an  association  of  centers,  to  assist  each  individual 
program  in  continuing  to  grow,  and  to  plan  for  its 
future  expansion. 

It  is  to  provide  a  minimum  standard  to  be  reached 
during  the  1970's  that  the  Committee  proposes  the 
following   summary   of   the    propositions. 

The  Delivery  of  Suicide  and  Crisis  Services  in  the 
1970's 

1.  must  be  based  upon  a  thorough  awareness  of 
the  needs  which  exist,  and  are  not  being  met  else- 
where, in  the  local  community; 

2.  may  be  located  within,  or  administratively  un- 
der, any  of  a  wide  variety  of  community  agencies, 
including  a  separate  and  autonomous  Board,  and 
should  not  necessarily  be  confined  to  health  or 
mental  health  settings; 

3.  should  concentrate  on  rendering  complete  in- 
tervention and  resume  service  to  suicidal  people, 
and  engage  in  general  crisis  intervention  service  to 
all  persons  who  call  in  distress; 

4.  must  be  performed  by  thoroughly  trained  non- 


professional personnel  who  have  access  to  competent 
consultation  from  professional  persons  from  all  fields; 

5.  must  be  subject  to  quality  control  mechanisms 
which  set  standards  for  both  programs  and  personnel, 
and  award  recognized  status  for  quality  performance; 

6.  must  cease  to  be  through  telephone  referral 
procedures  alone,  but  must  be  based  upon  direct 
personal  contact  between  crisis  worker  and  client 
whenever  necessary,  and  always  in  cases  of  suicide 
attempts; 

7.  must  include  educational  programs  for  training 
other  community  caregivers  as  well  as  the  general 
public; 

8.  must  include  genuine  efforts  to  actually  prevent 
suicide  through  broad  social  action  programs  where 
possible,  but  must  always  include  active  intervention 
and  post-vention  services  with  survivors  of  suicides. 

The  Committee  is  not  aware  of  any  program  in 
the  nation  which  presently  meets  all  of  the  recom- 
mendations proposed  here.  Thus,  what  is  being 
presented  as  a  minimum  standard  for  the  next  decade 
is,  in  reality,  an  idealized  dream  for  the  present. 

VI.     EDUCATION  AND  TRAINING 
Ronald   Maris,    Ph.D.,  Chairman 

1.  It  should  be  acknowledged  that  there  is  a  great 
deal  we  already  know  about  suicide  and  suicide  pre- 
vention. A  concerted  effort  should  be  mounted  to 
develop  imaginative  dissemination  programs  for  this 
"core  knowledge." 

2.  Existing  suicide  prevention  centers  should  be 
modified  along  the  lines  of  national  decentralization 
and  regional  centralization  with  affiliated  satellite 
centers.  Funds  permitting,  it  is  recommended  that  a 
comprehensive  suicide  prevention  center  affiliated 
with  a  university  be  recognized  or  established  and 
developed  within  each  of  the  national  mental  health 
regions  and  that  these  ten  comprehensive  suicide  pre- 
vention centers  function  as  education  and  training 
centers  and  consulting  agencies  for  all  other  suicide 
prevention  centers  and  suicidology  or  crisis  programs 
within  their  regions. 

3.  Education  and  training  needs  in  suicidology 
vary  immensely.  Nonprofessionals,  paraprofessionals, 
and  professionals  with  diverse  prior  training  and 
disciplines  deserve  and  will  demand  training  in  sui- 
cide prevention.  Thus,  the  "core  knowledge"  of  sui- 
cidology and  the  programs  of  the  comprehensive 
suicide  prevention  centers  will  need  to  be  equally 
diversified  to  meet  their  training  needs.  It  is  recom- 
mended  that   training   programs   be   developed   on 
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three  broad  levels  to  accommodate  three  basic  sub- 
group needs.  Roughly,  level  A  would  be  the  DIS- 
COVERERS or  Creators,  suicidologists  with  a  career 
commitment  to  the  study  of  suicide  and/or  suicide 
prevention.  Level  B  would  be  the  DISSEMINA- 
TORS, those  who  make  public  and  efficious  the 
products  of  level  A.  Finally,  level  C  would  be  the 
GATEKEEPERS,  who  actually  interact  with  the 
bulk  of  the  suicidal  patients  and  thus  apply  the  level 
A  products. 

4.  Federal  financial  support  for  these  three  levels 
of  trainees  over  the  decade  of  the  seventies  should 
be: 

Level  A  —  50% 

Level  B  —  25% 

Level  C  —  25% 
100% 
Of  all  the  monies  available  for  studies  of  suicide 
and  suicide  prevention,  the  committee  recommends: 

40%  for  Research 

35%  for  Education  and  Training 

25%   for  Treatment  and  Service 

SUMMARY 

Discussions  and  Conclusions 

The  Committee  emphasized  three  areas  of  train- 
ing needs:  1)  development  of  more  professional 
loaders — especially  basic  researchers,  2)  greater 
utilization  of  nonprofessional  gatekeepers  in  clinical 
emergencies,  and  3)  wider  dissemination  of  suicide 
prevention  fundamentals  by  nonsuicidologists.  Sui- 
cidology  has  undergone  impressive  growth  in  the 
past  decade.  To  continue  to  develop  we  believe 
behavioral  science  research  will  have  to  be  accented 
in  the  seventies.  This  means  among  other  things  the 
creation  of  comprehensive  suicide  prevention  centers 
associated  with  universities.  Advanced  training  pro- 
grams like  the  Johns  Hopkins  Suicidology  Fellowship 
must  be  continued.  What  is  sorely  needed  is  a  multi- 
disciplinary  setting  in  which  pure  and  practical 
wisdom  coexists  and  are  exchanged.  Nevertheless,  in 
training  diverse  types  of  suicidologists  we  must  be 
cautious  not  to  dilute  the  training.  A  good  suicidolo- 
gist  must  first  be  a  good  physician,  psychiatrist,  psy- 
chologist, social  worker,  nurse,  etc.  This  means  en- 
couraging the  study  of  suicide  in  existing  university 
departments  of  medicine  and  social  science.  More 


courses  on  suicide  and  self-destructive  behavior 
should  be  developed,  dissertations  on  suicide  under- 
taken, theoretical  and  empirical  methodology  taught 
to  suicidologists,  journal  clubs  started,  clinically  rele- 
vant basic  research  funded,  senior  fellowships  offered, 
basic  texts  on  suicidology  written,  suicide  lethality 
scales  developed,  if  suicidology  is  to  continue  its  de- 
velopment as  a  science.  Control  of  suicide  is  con- 
tingent upon  accurate  prediction,  and  prediction  is 
possible  only  with  methodological  and  empirical 
savvy  about  the  dynamics  of  completed  suicides. 

Clinically,  suicide  prevention  workers  need  to  reach 
out  more  into  suicidal  populations.  Decentralization 
of  services  into  regional  centers  should  help,  but 
is  not  in  itself  sufficient.  The  Committee  recognizes 
the  need  for  face-to-face  interaction  with  potential 
suicides.  While  the  telephone  is  an  invaluable  aid  to 
suicide  prevention,  it  should  not  keep  us  from  seeing 
patients,  using  indigenous  workers  to  engage  high- 
risk  groups,  wherever  they  are  located.  Referrals  are 
essential  where  technical  expertise  is  called  for,  but 
one  should  not  underestimate  the  value  of  non-pro- 
fessional "befriending."  Ultimately,  someone  has  to 
care  for  and  about  the  potential  suicide.  Halfway 
Houses  for  suicidal  individuals  have  been  suggested 
— a  kind  of  society  of  suicides  ("SOS")  like  the  AA  or 
Synanon  is  worth  experimenting  with.  Trained  non- 
professional volunteers  would  seem  to  be  tailor-made 
for  these  purposes.  Such  volunteers  would  be  greatly 
aided  by  a  comprehensive  training  manual  for  suicide 
prevention,  more  valid  lethality  rating  procedures  and 
experience  investigating  completed  suicides  through 
the  coroner/medical  examiner's  office. 

Finally,  we  were  impressed  and  concerned  that 
what  is  already  known  about  the  principles  of  suicide 
prevention  "is  not  being  adequately  conveyed  to  these 
individuals  actually  in  contact  with  would-be  suicides. 
Hopefully,  through  the  use  of  trained  teachers,  pro- 
fessors, artists,  etc.,  the  public  stigma  attached  to 
suicide,  and  the  resultant  community  denial  and 
avoidance  of  self-destructive  individuals  can  be  mini- 
mized to  the  end  of  providing  more  responsible  and 
thorough  suicide  prevention  services.  This  would 
involve  better  mateing  of  suicidal  persons  with  exist- 
ing community  resources  and  at  the  same  time  devel- 
oping more  imaginative  resources  for  suicide  pre- 
vention to  attract  previously  untouched  suicidal 
populations. 
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